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REFLECTIONS ON REGIONAL ILEITIS, TWENTY YEARS LATER 


Burrill B. Crohn, M.D. 


Henry D. Janowitz, M.D., New York 


It is now somewhat over 20 years since the original 
description of regional ileitis as a clinical and a patho- 
logical entity. Sufficient time has elapsed to allow for 
the gathering of data on a large scale, for maturing 
thoughts and experiences, and for a more critical analysis 
of the various aspects of this disease. Originating with a 
description of 14 cases of ileitis involving only the ter- 
minal segment of the small bowel, our personal files 
now contain 562 cases of nonspecific granulomatous en- 
teritis involving distal ileum, ileum and jejunum, duo- 
denum, and probably (although rarely) the stomach. In 
the course of these 20 or more years, much interest has 
centered on the development of our concepts of benign 
inflammatory diseases of the intestinal tract. Ulcerative 
colitis alone had been described and was recognized in 
its distal or its universal type since the description in 
1875 by Wilks. It was later styled by Schmidt as colitis 
gravis. In 1930,? a segmental or right-sided colitis, in- 
volving the ascending colon with extension distally, was 
differentiated from the much commoner left-sided ulcer- 
ative colitis. In 1932, the clinical picture of terminal 
ileitis as a regional phenomenon attracted attention to 
this segment of the small intestine. In 1934, Brown, Bar- 
gen, and Weber * extended the concept of regional ileitis 
to include some or all of the ileum and jejunum under the 
term “regional enteritis.” In recent years, involvement of 
the duodenum and possibly the stomach * has extended 
our concept to include all of the intestinal tract within 
the confines of nonspecific inflammatory diseases. Unfor- 
tunately these clear-cut concepts are confused by the fur- 
ther occurrence of mixed forms of ileitis and colitis, or 
ileocolitis, representing dual entities in which both large 
and small intestine are involved. The disease in each seg- 
ment runs its individual course and creates its own com- 
plications. 


That the disease now known as regional ileitis or en- 
teritis is not entirely new is attested to by the fact that 
in the older literature occasional cases with autopsy 
findings had been described as single rare examples by 
Morgagni, by Abercrombie, and by Combe and Saun- 
ders, even though any resemblance of these cases to 
real regional ileitis is purely conjectural. However, iso- 
lated, nonspecific granulomas of segments of the entire 
alimentary canal had been described by many authors in 
the post-Virchow period of intensive study of gross and 
cellular pathology. 


Was regional ileitis, as originally described, an accu- 
rate picture of a new clinical and pathological entity? As 
a clinical picture, yes, for even today the original nota- 
tions as to symptoms, complications, fistulas, and course 
have been but little amended. For the condition as a 
pathological entity, singular and discrete, the evidence 
is perhaps less convincing. Although the peculiar lym- 
phatic blockage, intense follicular regeneration, and mil- 
iary-like tubercles with giant cell system formation are 
strictly characteristic of enteritis involving the terminal 
ileum, the similar pathological characteristics of non- 
specific inflammatory involvement of other segments of 
the small and, rarely, the large intestine deny to ileitis ex- 
istence as a pure and isolated pathological entity. 


TERMINOLOGY 

As to the terminology of the disease, regional or ter- 
minal ileitis was a proper name for the 14 cases as origi- 
nally described, for it portrayed the true nature of the 
vast majority of cases involving the small intestine, 80% 
of which involved the terminal 8, 10, or 12 in. of the 
most distal segment of the ileum. Bargen ? in his presci- 
ence foresaw the probable extension of the disease to 
other and higher segments of the intestine; hence his 
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broader appellation of regional enteritis was actually a 
more fitting and appropriate term. Cicatrizing or scleros- 
ing enteritis are terms characterizing only one feature of 
the pathological course; enterocolitis is a more general 
name introduced later to cover the dual involvement of 
both the small and the large intestine. Strictly speaking, 
regional enteritis is the most acceptable generic name, 
though regional ileitis has a historical appeal and covers 
the pathological features of the vast majority of the cases. 
The frequency of this disease, or these diseases, is quite 
remarkable. The fact that the Mayo Clinic group could 
recently publish reports of 600 cases studied at their 
clinic °; that our personal series includes 562 cases seen 
in private practice (not including the hundreds of cases 
in the various departments of the Mount Sinai Hospital) ; 
that 50 Canadian hospitals, chosen at random, disclosed 
about 500 cases in a five year period °; and that the world 
scientific literature covers innumerable reports from all 
countries and races would indicate a not uncommon dis- 
ease of widespread geographical distribution. 

At the beginning of the century in our hospital wards, 
an instance of ulcerative colitis was considered a rare, 
unusual, and most interesting case. True, the sigmoido- 
scope of the day was a crude instrument with a mirror 
reflecting an indirect lighting. Radiography was not yet 
in use, but gross and surgical pathology were far ad- 
vanced. So severe and often lethal a disease as ulcerative 
colitis could not have been overlooked at the autopsy 
table, but it is much easier to understand how ileitis 
could have been overlooked. Few patients ever come to 
autopsy, and surgical procedures on lesions in the ter- 
minal ileum were universally taboo because of the aura 
of fear and futility at tampering with a lesion of the in- 
testine that was presumably of a tuberculous nature. 
The senior author (B. B. C.) was an intern in pathol- 
ogy at Mount Sinai Hospital in 1907-1908 and saw 
most of the routine autopsies for the next three years. 
He recalls no case of ileitis or colitis at the postmortem 
table. Are these inflammatory diseases of the intestine 
relatively new diseases with rapidly increasing fre- 
quency, or were they always present and overlooked 
by the past generations of pathologists and clinicians? 
At the Mayo Clinic,® the staff admitted for observation 
a constantly increasing number of patients with enteritis 
each year, until in one year (1943) 55 patients were 
under observation. Our own experience parallels theirs 
as regards the mathematical progression in the number 
of cases of ileitis as well as of ulcerative colitis. 


ETIOLOGICAL SPECULATIONS 
The cause of this disease remains unknown; however, 
there has been ample room for speculation along a vari- 
ety of lines. The occurrence of ileitis in several members 





5. Van Patter, W. N., and others: Regional Enteritis, Gastroenterology 
26: 347, 1954. 

6. Turner, D. A.: Regional Ileitis, Univ. Western Ontario M. J. 23: 
160, 1953. 

7. Siltzbaeh, L. E.: Personal communication to the authors. 

8. Emsbo, P.: Terminal or Regional Ileitis in Swine, Nord. Vet.-Med. 
3:1, 1951. 

9. Crockett, R. W.: Psychiatric Findings in Crohn’s Disease, Lancet 
1: 946, 1952. 

10. Chess, S., and others: Production of Chronic Enteritis and Other 
Systemic Lesions by Ingestion of Finely Divided Foreign Materials, 
Surgery 27: 221. 1950. 
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of a family may have significance. In our own materia 
we have encountered striking family constellations of this 
illness at least 11 times, but there does not exist syf. 
ficient material for any attempt at genetic interpretation, 
Many serious attempts to investigate a possible bacteria] 
agent have been fruitless and justify the conclusion that 
a bacterial origin of the disease probably has been elimi. 
nated. Although modern virological techniques have not 
been used, some features of the clinical course of the jjj- 
ness suggest that these too would probably be unavailing 
The long intervals between recurrences after operative 
intervention, which in some instances may be of years’ 
duration, are hard to reconcile with a viral cause. 


Since a noncaseating tubercle-like granuloma, as will 
be pointed out below, is a characteristic if not pathogno- 
monic feature of the disease, it is natural to speculate 
about the relation of ileitis to other granulomatous proc- 
esses. Since tuberculosis seems clearly ruled out, atten- 
tion has been focused for a long time on sarcoidosis, 
When it is considered how rarely patients with sarcoido- 
sis have involvement of the small bowel and that pa- 
tients with ileitis appear never to have peripheral or other 
visceral granulomatous manifestations, it then seems un- 
likely that ileitis is a form of sarcoidosis. It is of some 
interest that Dr. L. E. Siltzbach has found the Kveim 
reaction skin test for sarcoidosis to be negative in several 
cases of granulomatous ileitis.’ 

Since some patients with ileitis or ileojejunitis show 
hypersensitivity to different foodstuffs, some observers 
have favored the theory of an allergic cause. There does 
not seem to be any good evidence to support this view. 
Observers have also reported instances of the disease ap- 
parently related to severe, nonpenetrating trauma to the 
abdomen. It is conceivable that a granulomatous reaction 
could occur in the intestine, but it is unlikely that this is 
involved in the overwhelming majority of cases. The re- 
cent recognition by Emsbo in Denmark * of a disease of 
the ileum in swine that resembles regional ileitis in its 
distribution and the production of a necrotizing granulo- 
matous process opens up vistas of animal experimenta- 
tion. Up to the present, however, no causative agent has 
been incriminated in the porcine disease, and the dis- 
ease has not been transferred experimentally. 


As in all diseases of unknown origin, a psychosomatic 
cause has been proposed from time to time for ileitis. Our 
own impression is that, unlike the situation in ulcerative 
colitis, superficially at least, emotional stress does not 
appear to be a major factor in precipitating ileitis. The in- 
teresting report by Crockett of 32 patients at Leeds is in 
line with this impression.” 

Lymphangiectasis or granulomatous lymphatic in- 
volvement appears to be a central pathological feature 
of the disease. Lesions resembling ileitis have been pro- 
duced in animals by sclerosis of the lymphatics of the 
mesentery, and Chess and his co-workers '° have pro- 
duced convincing intestinal and regional lymph node le- 
sions by feeding animals finely divided silicates in large 
amounts. These experiments are of interest because they 
indicate that materials present in the intestinal stream 
may enter the ileal lymphatics and set up productive in- 
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fammatory reactions. Bolstered by evidence regarding 
the tissue reactions of the products of lipolysis, several 
workers, especially of the English school," have the- 
orized regarding some local disturbance in fat metabolism 
or abnormality in fat absorption as being involved in the 
characteristic tissue reaction of ileitis. This approach has 
also been suggested by Warren and Sommers ** recently. 
If we may allow ourselves to speculate also, it would 
seem that a noxious agent is present in the intestinal 
stream, being either concentrated or absorbed by lym- 
phatics that are so rich at the region of the ileocecal valve. 


PATHOLOGICAL ASPECTS 

Regional ileitits was originally demarcated as a patho- 
logical entity. Since no single histological feature as orig- 
inally described was specific for the disease, and since, 
clinically, inflammatory diseases of the colon and small 
intestine may coexist, the nonspecificity of the lesion has 
been stressed in some quarters. However, the detailed 
studies by Hadfield,'* Warren and Sommers,’* and 
Smetana and his group * have clearly reaffirmed the 
characteristic histological features of the disease. Had- 
field has stressed the localized submucosal lymphoidal 
hyperplasia with the formation of noncaseating, giant 
cell, tubercle-like systems. The latter groups have em- 
phasized the progressive, sclerosing, granulomatous, 
lymphatic endothelial proliferation and lymphangitis. 
Both agree in considering mucosal involvement and 
ulceration as a secondary phenomenon. All insist on 
the histological identity of regional ileitis and its clear 
morphological differentiation from the pathological 
process of ulcerative colitis. 

Because some combined forms of small intestinal and 
colonic inflammatory disease do coexist, the fundamental 
significance of the pathological separateness of the two 
entities is far from clear. Here, however, it must be 
clearly understood that we are concerned neither with 
the extremely rare instance of localized granulomatous 
disease of the colon nor with the frequent, superficial 
ulceration of the terminal ileum that appears in most 
cases of universal chronic ulcerative colitis. Since re- 
gional ileitis and ulcerative colitis can coexist, and since 
ileitis or ileojejunitis following ileostomy and colectomy 
develops in an increasing group of patients with ulcer- 
ative colitis, no etiological deductions should as yet be 
drawn from the morphological differences. In this con- 
text the extremely intriguing concept of Brooke and 
Cooke should be cited.’* These workers call attention to 
a group of patients with “right-sided” colitis who appear 
to have a defect in fat absorption. Ileitis develops in 
many of these if their colons are extirpated. These pa- 
tients are considered to have had ileitis originally, and 
their colitis is considered secondary to the defect in fat 
absorption. One other feature of the histopathology of 
the disease should be commented on, that is, the tend- 
ency toward repair, manifested by a fibrotic reaction that 
has been shown most clearly in specimens resected at 
some considerable time after short-circuit operations 
and in the stenosis that occurs in both ileitis and the 
more diffuse ileojejunitis. 
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CLINICAL ASPECTS 


The clinical picture of regional ileitis has become well 
known in recent years, yet some aspects deserve com- 
ment. The disease occurs in persons of all ages and of 
both sexes, and it appears to have a world-wide distribu- 
tion. No ethnic group preponderates, and no clear-cut 
social or economic class distribution is obvious. The ap- 
parent increasing incidence has already been mentioned 
and, if confirmed, contributes a significant clue the mean- 
ing of which eludes us at present. An unresolved prob- 
lem is whether the acute terminal ileitis seen in children 
has any relation to the chronic granulomatous disease. 
The recent study of Storrs and Hoekelman ** suggests 
that these children are completely cured and that the 
chronic cicatrizing disease does not develop. Although a 
sudden onset of symptoms does occur in a few patients, 
and in some after severe psychic trauma, there is usually 
a slow onset of symptoms evolving over some months to 
years. While diarrhea, often surprisingly mild, is present 
in most cases, constipation, especially during the healing 
stenotic stage, may characterize the disease. 

In the original description of this disease, the great 
tendency to fistula formation was commented on, such as 
fistulas to the abdominal wall following appendectomy 
or laparotomy and fistulas between loops of intes- 
tine or loops of intestine and colon. Indeed lumbar, 
urethral, fallopian tube, urinary bladder fistulas, and 
even fistulas into the groin and the thigh have been 
seen. One feature that appears to be changing in recent 
years is disappearance of abdominal wall fistulas. This 
probably reflects the fact that if the disease is discovered 
accidentally at operation the appendix is left alone. 
Indeed the relative rarity of involvement of the appendix 
by the disease is noteworthy. The great incidence and 
diagnostic significance of perianal or perirectal abscesses 
and fistulas were not apparent in the original communi- 
cation but have since become so to all observers. Since 
these arise from infections in the rectal crypts of Mor- 
gagni and almost never from the small intestine directly, 
this would seem to indicate that the noxious agent is in 
the fecal current, accumulating behind the ileocecal 
valve or the anal sphincter. The behavior of this disease 
in relation to menstruation and to pregnancy is in con- 
trast to ulcerative colitis. Unlike the latter disease, 
ileitis in its usual varieties rarely disturbs menstruation. 
And again unlike those with colitis, patients with ileitis 
tolerate pregnancy fairly well and do not always have a 
flare-up of the illness after delivery. 





11. Cooke, W. T.: Steatorrhea and Regional Ileitis, in Modern Trends 
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12. Warren, S., and Sommers, S. C.: Pathology of Regional Ileitis and 
Ulcerative Colitis, J. A. M. A. 154: 189 (Jan. 16) 1954. 

13. Hadfield, G.: The Primary Histological Lesion of Regional [Ileitis, 
Lancet 2: 773, 1939. 

14. Rappaport, H.; Burgoyne, F. H., and Smetana, F. H.: The Pathology 
of Regional Enteritis, Mil. Surgeon 109: 463, 1951. 

15. Brooke, B. N., and Cooke, W. T.: Ulcerative Colitis: Diagnostic 
Problem and Therapeutic Warning, Lancet 2: 462, 1951. 

16. Storrs, R. C., and Hoekelman, R. A.: Acute Regional Enteritis in 
Children, New England J. Med. 248: 321, 1953. 
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VARIETIES OF REGIONAL ENTERITIS 

Since the original description, the one major addition 
to our knowledge of the clinical features of the disease 
has been the recognition that this granulomatous process 
not only occurs in the terminal ileum but can occur in 
the jejunum alone or in combination with the ileum. 
Recently evidence has also been accumulating of lesions 
in the duodenum and on rare occasions in the stomach. 
This widening of the spectrum of the basic disease has 
accordingly widened the clinical manifestations. With 
extensive involvement of the absorbing surface of the 
small intestine, some of the clinical manifestations of 
the malabsorption or sprue syndrome may be present. 
Anemia, rarely even megaloblastic in nature, hypopro- 
teinemia, marked weight loss, profuse diarrhea, and stea- 
torrhea may develop and mimic idiopathic sprue very 
closely, so closely, in fact, that ileojejunitis, as well as 
lymphosarcoma, should be considered in the differential 
diagnosis of all cases of nontropical sprue. In addition, 
we have been impressed with a group of younger patients 
with ileojejunitis, who are first seen with a fever of un- 
known origin in which diarrhea is a minor or background 
feature. Finally in this connection, the development of 
obstructive symptoms is striking in patients with ileo- 
jejunitis who enter the healing or stenotic phase of the 
disease. 

Despite this rounding out of the clinical features, it 
should be remembered that in the vast majority of 
patients with regional enteritis the disease is localized 
in the terminal ileum, and, what is even more striking, 
the overwhelming majority of recurrences after either 
short-circuiting or resection operations occur in the new 
terminal ileum, no matter what the interval of time may 
be. Although the precise significance of these facts for 
the pathogenesis of the disease is not clear at present, 
it certainly is a most striking phenomenon. A marked 
contrast to this propensity for involving the small intes- 
tine is the fact that granulomatous involvement of the 
colon, anywhere along its course, is rare. This cannot be 
easily explained by assuming that the colon does not 
react ir the same pathological fashion as the ileum. 
Granulomas can and do occur in the colon, and hyper- 
plastic ileocecal tuberculosis is a granulomatous process. 
In regard to the varieties of small intestine localization, 
there still remains the perplexing question of whether 
granulomatous disease is at first diffuse, localizing only 
late in the course. This postulation of diffuse disease 
would explain the high degree of recurrence following 
resection or short-circuiting but does not fit the fact that, 
in regional ileitis, biopsy at the site of resection or bypass 
often is entirely negative. This does not gainsay the not 
too infrequent situation in which the intestine, grossly 
normal at operation, is diseased microscopically. It 
would seem that once the disease has been recognized 
clinically its localization is fairly well fixed. Extension 
in the small intestine proximally does not appear to 
occur frequently in the absence of operation. 

A basic problem in regional ileitis is the relation of 
this granulomatous disease of the small intestine to 
chronic nonspecific ulcerative colitis, for about 5% of 
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patients with ileitis have an associated chronic ulcerative 
colitis; they have both diseases, the so-called combined 
form. We are not considering here the fact tha: many 
patients with ulcerative colitis have superficial ulcers. 
tions in the terminal ileum, so-called backwash, which 
can, on rare occasions, extend for a considerable djs. 
tance into the small intestine. The true combined disease 
or diseases may originate as ileitis and later manifest the 
phase of ulcerative colitis. It has also been recognized 
recently that apparently typical ileitis or ileojejunitis may 
develop in some patients with ulcerative colitis after 
permanent ileostomy and colectomy for the colonic dis. 
ease. It would be difficult to dismiss this relationship 
as purely coincidental, yet it is difficult to reconcile the 
natural history of a typical case of ileitis with that of a 
typical case of chronic ulcerative colitis. 


NATURAL HISTORY OF THE UNTREATED DISEASE 

As might be expected in the case of a clinical entity 
so recently demarcated, there are large gaps in our 
knowledge of the life history of this disease, especially 
of untreated disease. Prognosis and evaluation of all 
forms of therapy would be on a much firmer basis if this 
information were known. Very rarely an asymptomatic 
patient may be discovered to have roentgenographic evi- 
dence of the disease of the ileum when a barium enema 
is performed as a routine measure. Rarely also there 
may be roentgenographic evidence of recurrent disease 
after operation when the patient has been asympto- 
matic for some period. These instances and the patho- 
logical studies of many observers certainly indicate a 
tendency toward spontaneous healing or quiescence of 
the tissue process, but can and does self-healing occur 
to any significant degree in patients with clinically active 
disease? The acute variety of ileitis, which occurs pre- 
dominantly in childhood, appears to clear up completely 
in the majority of reported instances. Indeed it is this 
very trend that has thrown some doubt on the identity 
or continuity of this form with the chronic cicatrizing 
form. 


In well-established instances of terminal ileitis, there 
are spontaneous remissions in some patients, but few 
patients go on to complete healing spontaneously. Yet 
the potentiality of healing in these instances is shown by 
the subsidence of the lesions after diversion of the fecal 
stream. In the more diffuse form of ileojejunitis, this 
tendency toward spontaneous healing is illustrated by the 
fibrotic replacement of the active tissue destructive proc- 
ess and the development of stenotic scarred areas of the 
small intestine in some patients. However, reliable infor- 
mation is not at hand regarding the environmental or 
biological factors that influence this reparative process. 
This information is of fundamental importance in assess- 
ing the value of any proposed therapeutic regimen. 


DIAGNOSTIC AND DIFFERENTIAL DIAGNOSTIC ASPECTS 


When regional ileitis or enteritis is suspected, the diag- 
nosis in the absence of exploratory laparotomy must dé- 
pend on the roentgenographic findings. A barium enema 
and then a barium meal examination should be carried 
out in all cases. The classical “string sign” of terminal 
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ileitis described by Kantor depends on the inflammatory 
narrowing and cicatrizing process, and fistulas may be 
geen arising from the diseased segment. The finding, in 
both the stenotic and nonstenotic phases of diffuse ileo- 
iejunitis, of areas of rigid pipe stems, areas of blunting 
and thickening of the mucosal folds with cobblestoning 
reticulation, and late rigidity has been clearly described 
by Marshak and his co-workers." Since ileitis has be- 
come so well known, the diagnostic tendency has been 
to consider all inflammatory roentgenographic changes 
in the small intestine as manifestations of regional enter- 
itis, In terminal ileitis, differential diagnostic possibilities 
should include ileocecal tuberculosis, carcinoid, and 
endometrial implants. In the more diffuse manifesta- 
tions, lymphosarcoma and tuberculosis should be con- 
sidered, as well as the sprue syndrome, and very rarely 
milk allergy or intestinal lipodystrophy (Whipple’s dis- 
ease). 
MEDICAL THERAPY 

There is no specific therapy for regional enteritis, and 
all available measures are strictly supportive. Attention 
should be directed to maintenance of nutrition or cor- 
rection of nutritional deficiencies, control of pain, and 
psychic support by superficial psychotherapy. Sulfona- 
mides of the succinylsulfathiazole, phthalylsulfathiazole 
(sulfasuxidine, sulfathalidine) group do have a place in 
the management of some patients, perhaps by control- 
ling secondary bacterial invaders in the intestine. They 
are useful in handling some of the external fistulas, es- 
pecially the perirectal ones. In view of the response of 
some granulomatous processes, especially sarcoidosis, 
to corticotropin and cortisone, it was hoped that the use 
of these compounds would influence the course of ileitis 
favorably. Extensive experience has not yet been accu- 
mulated, but the initial impression is one of disappoint- 
ment. Here as in chronic ulcerative colitis the long-term 
effects of these drugs are still to be evaluated. 


PROBLEMS OF SURGICAL THERAPY 

With the increasing length of follow-up studies, it has 
become evident from all carefully studied series of pa- 
tients treated surgically that the rate of recurrence of 
ileitis is increasing. In the six years between 1945 and 
1951, Garlock and his co-workers '* saw the rate of 
recurrence in 57 patients treated by ileocolostomy with 
exclusion of the ileum rise from 10.5 to 22.8%. In other 
clinics where resection has been advocated and per- 
formed consistently, even higher rates of recurrence have 
been recorded.® If to this is added the fact that recur- 
rences may occur as late as 19 to 24 years after the 
primary operation, the current reaction to surgical ther- 
apy is clearly understandable and it is desirable to refor- 
mulate the indications for operation. All observers are 
agreed that simply the detection of a lesion roentgen- 
ographically is in itself no indication for surgery; how- 
ever, almost all are agreed that certain complications are 
clear indications for it. These complications include 
cicatrizing stenosis with obstruction and fistulization of 
the small bowel either to other loops or to the bladder 
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or vagina. The presence of a large, tender, inflammatory 
mass is probably also an indication for operation. In 
view of the tendency for recurrence, the feeling has been 
gradually crystallizing that operation should not be per- 
formed when the lesion is not clearly delineated or de- 
fined, but rather that an operation should be deferred 
until the pathological process appears to be “burnt out” 
or approaching the fibrotic sclerotic stage, although it is 
admittedly difficult to make this decision even from clin- 
ical or roentgenographic criteria. On the other hand, 
the continued activity of the disease, together with pro- 
gressive clinical deterioration of the patient despite 
supportive measures, may often determine the time of 
surgical intervention. Our own personal experience has 
been almost exclusively limited to the ileocolostomy and 
exclusion type of operation, but the relative merit of this 
as opposed to primary resection continues to be debated 
in the literature. Undoubtedly a prolonged period of 
follow-up is still required to make a decision, although 
most observers are agreed that the operative mortality 
is higher with resection. It had been thought that diffuse 
ileojejunitis was an absolute contraindication for any 
surgical approach, but recently some surgeons performed 
massive resection of the small intestine and have been 
encouraged by a few patients who have survived with 
relatively few feet of normal intestine. Finally, it should 
still be remembered that short-circuiting does tend to 
heal the excluded loops of diseased small intestine. Con- 
sidered simply as palliative, an operation that is followed 
by recurrences in some cases only after 10 to 20 years 
still has considerable merit. 


CONCLUSIONS 

The cumulative experience of the last 20 or more 
years has justified the classification of regional ileitis as 
a pathological and clinical entity. The most important 
expansion of the concept of this disease has been the 
recognition that granulomatous cicatrizing lesions may 
be found in all areas of the small intestine. Although the 
cause of the disease remains unknown, the characteristic 
pathological process, especially the local lymphatic in- 
volvement, has been clearly established. The clinical 
relationship of regional ileitis or enteritis to chronic ul- 
cerative colitis in the combined form of the disease 
remains puzzling. In the absence of specific therapy, all 
currently employed measures, including the use of cor- 
ticotropin and cortisone are simply supportive. The high 
rate of recurrence of ileitis following the short-circuiting 
or the resection type of operation is leading to a reevalu- 
ation of the criteria for operation. The current trend of 
thinking is to defer operation until the pathological proc- 
ess appears to be quiescent and to restrict surgery to the 
complications of the disease, namely, obstruction and 
fistulization. 

1075 Park Ave. (28) (Dr. Crohn). 
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The history of coronary artery disease may be divided 
into three periods. The period of clinical recognition 
dates back about 40 years. Although there were earlier 
descriptions of angina pectoris and coronary artery dis- 
ease, there was little general interest in this subject prior 
to 1918. The electrocardiogram, which was introduced 
in 1903, became the dominant factor in diagnosis. Many 
refinements in diagnosis have been made, and these, to- 
gether with the administration of oxygen, bed rest, and 
various drugs, generally comprise the thought and activi- 
ties of this period. 

The period of revascularization began in the experi- 
mental laboratory in 1932 and has received slow but 
steady recognition. It is based on the direct approach to 
the coronary blood supply itself. Many isolated items of 
information obtained in the laboratory are now inte- 
grated as the basis for new concepts concerning this 
disease, including the following facts: 1. A few additional 
cubic centimeters of blood per minute delivered to an 
ischemic area of myocardium preserves the coordinated 
mechanism and the viability of ischemic muscle but does 
not provide contractility of ischemic muscle. Within a 
few days after occlusion of an artery additional blood 
comes into the ischemic area from adjacent areas, and 
contractility is restored. The net result is a good circula- 
tion and a good myocardium. 2. There are two types of 
death from coronary artery disease. In one type the 
normal mechanism is replaced by fibrillation or asystole, 
and in the other the muscle gives way to failure. Death 
from disturbance of mechanism occurs in persons whose 
hearts, under slightly altered conditions, are capable of 
continued function for a period of years. Such cases rep- 
resent an important problem in medicine, both because 
they occur in many persons and because ‘something can 
be done about it. 3. Surgical operation can provide ade- 
quate alterations in blood supply to reduce the incidence 
of death from disturbance of mechanism. 

The period of prevention is for the future; a small 
beginning has been made in the experimental laboratory. 
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It is hoped that the factors producing arterial degenera- 
tion will be first understood and later brought under con. 
trol and the disease prevented. 


EXPERIMENTAL OBSERVATIONS 

This work is based on 4,000 to 5,000 experimenta! 
operations on the coronary blood vessels in dogs and 186 
operations on patients with coronary artery disease. 
Thirty-seven of these were done in the 1932-1942: 
period, and 149 were done in the period 1945-1954. 
Emphasis is placed on the fact that the coronary vessels 
were dealt with directly; this direct approach contributed 
information on the coronary artery problem that could 
not be obtained by any other method. In order to accept 
the results of these experimental procedures, it was 
necessary to become oriented to the facts that were ob- 
served and established. The experimenter had to bend 
his attitude in accordance with the results of the experi- 
ment. Certain facts, both self-evident and established by 
experiment, concerning the operative treatment of this 
disease will be discussed, because these facts are neces- 
sary to the understanding of the disease and the opera- 
tion to treat it. Our attitude as influenced by this work 
is expressed in the following discussion. 

Limitations of Operation.—Surgical operation can- 
not stop the occlusive process in the coronary arteries. 
It cannot cure the disease or restore degenerated myo- 
cardium. Patients with heart failure from degenerated 
myocardium are not acceptable for operation. 

Benefit from Operation.—Occlusion of a major coro- 
nary artery is a stimulus for the development of com- 
munications between the coronary arteries. We allow a 
period of six months to elapse after arterial occlusion 
before accepting a patient for operation, so that these 
protective channels will have developed prior to opers- 
tion. One of three courses may occur after this six month 
period: (1) the patient may improve without operation; 
(2) the condition may become static; or (3) the disease 
may progress. If a patient in the first group is operated 
on, it will not be possible to differentiate the improve- 
ment that was produced by operation from that which 
would have developed naturally without operation. If a 
patient in the second group is operated on, it will be pos- 
sible to estimate the benefit from operation by compari- 
son of the preoperative condition with the postoperative 
condition. If a patient in the third group is operated on, 
it will not be possible to measure benefit from operation. 
For illustration, the assumption can be made that opera- 
tion helped the patient by 50 undefined points, leaving 
him clinically improved, and the occlusive process then 
progressed for a loss of 65 points. The patient is worse 
than before operation, but it is possible that this loss 
would have killed him were it not for operation. There- 
fore, it is possible on the basis of such an assumption that 
a patient can be worse clinically after operation although 
the operation saved his life. 
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Trigger Mechanism.—The concept of the trigger 
mechanism must be accepted in order to understand 
coronary artery disease.’ A trigger is an ischemic area of 
myocardium that is potentially capable of sending out 
impulses that, in turn, destroy the normal mechanism. 
The myocardium becomes convulsive. The heart does not 
pump out any blood, and the patient dies (fig. 1). The 


Fig. 1—Dog hearts with two types of coronary artery occlusion. A, the major arteries are 
partially occluded, producing generalized ischemia of beth ventricles. B, the peripheral arteries 
are occluded, producing localized ischemia. In A, total arterial inflow is reduced to a greater 
extent than it is in B, but in A there is recovery and in B death occurs, as localized ischemia 
produces a trigger that destroys the normal mechanism. (Reprinted with permission from 


Annals of Surgery, November, 1943.) 


destructive property of a trigger can be influenced by as 
small a change in the rate of blood flow as 1 to 5 cc. per 
minute, This was established by experiment, as was the 
fact that surgical operation is beneficial if it can increase 
the supply of blood to an ischemic area by 1 to 5 cc. per 
minute. The requirements for benefit need not be larger 
than several cubic centimeters per minute. 

Causes of Death.—There are two types of death in 
coronary artery disease: mechanism death and muscle 
death (these terms were introduced by Dr. Herman Hel- 
lerstein). Mechanism death occurs when the heart is 
capable of continued function but something destroys 
the coordinated beat. This factor may not be detectable 
on examination of the heart; it may be brought into 
action by the exertion of shoveling snow or by the excite- 
ment of an athletic contest. Had the coordinated beat not 
been destroyed, the heart could have continued beating. 
No recent lesion is found in arteries or muscle.* Yater * 
reported that the hearts of one-third of all persons who 
died of coronary artery disease showed no myocardial 
infarcts, either old or recent. Mechanism death also oc- 
curs in patients in whom disease is present in arteries and 
myocardium, but continued heart function is possible 
if the coordinated mechanism is not destroyed. This large 
group of patients (fig. 2) is eligible for surgical opera- 
tion. In the other group of patients with heart disease 
extensive degenerative changes develop in the myo- 
cardium. The myocardium gives way, the heart enlarges, 
and failure occurs. These patients are not candidates 
for operation. Life would be prolonged if operation pro- 
tected the coordinated mechanism, even though the oc- 
clusive disease progressed after operation to eventual 
muscle death. 
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Role of Intercoronary Circulation—The coronary 
circulation should be considered on the basis of (1) total 
inflow and (2) distribution of the blood that goes 
through the diseased arteries. The heart can maintain 
function on a small fraction of normal total inflow. In 
the dog the beat was maintained by inflow through only 
the septal artery or a 1 mm. lumen of the circumflex 
artery.° A number of human hearts have 
been found in which all coronary inflow 
was occluded, and in many human hearts a 
hair-like lumen was found in the major 
arteries. In order for these severe reduc- 
tions in inflow to take place it was neces- 
sary for the heart to possess a functional 
system of intercoronary arterial channels 
so that the blood would be evenly distrib- 
uted. Without an even distribution, the 
occlusive process kills by destruction of 
the mechanism. One purpose of opera- 
tion is to prevent mechanism. death. 
If further occlusions take place, life 
may be preserved until degenerative 
changes produce muscle death. This sub- 
stitution of one type of death for the other 
involves time, which, for the patient, means 
extension of life. Zolk, Wessler, and Schles- 
inger ° reported that intercoronary arterial 
channels were found in heart in 
which a major coronary artery was com- 
pletely and chronically occluded. That in- 
tercoronary arterial channels were present in every such 
specimen is no mere coincidence. The significance of this 
finding is that the presence of intercoronary channels 
made it possible for the heart to continue to function, 
thus providing time for the occlusive process to become 
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Fig. 2.—Analysis of 950 deaths from coronary artery disease by Yater 
and his group. The vast majority of deaths were due to destruction of 
mechanism (terminology ours). 


complete. (This conclusion is well supported by our ex- 
periments.) Zoll and co-authors found intercoronary 
channels were present less often in hearts in which the 
occlusive process was complete and acute. Our interpre- 
tation of this observation is that the intercoronary chan- 
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nels developed less rapidly than did the occlusive proc- METHODS OF IMPROVING CORONARY CIRCULATION 
ess, and they could not compensate for the increasing The coronary circulation can be improved in two 
occlusion. If there had been a better development of ways: (1) by the addition of blood from outside source; 
these channels, the occlusive process would have been and (2) by the rationing of coronary blood in shor 
given time to become chronic. Zoll and co-authors found supply (fig. 3 and 4). The possibilities by the first method 
intercoronary channels in 9% of hearts without coro- consist of producing anastomoses from outside sources 
(1) to the capillary bed of 
the myocardium, (2) to the 
coronary arteries, and (3) to 
the venous system by direct. 
ing red blood in a retrograde 
direction to the muscle 
cells.? The addition of blood 
to the heart from the outside 
is especially desirable jf 
coronary artery inflow js 
markedly reduced by occlu- 
sive disease. It is these pa- 
tients who die of heart mus- 
cle death from reduced in- 
flow. 

The second method of im- 
proving the coronary circv- 
lation concerns an even dis- 
tribution of the blood that 
enters through the diseased 
coronary arteries by way of 
intercoronary arterial com- 
munications; it can be ap- 
plied to that vast segment of 
our population that other- 
wise dies of heart mecha- 
nism death. The hearts in 
these victims are capable of 
continued function, but the 
coordinated mechanism is 
destroyed. These deaths are 
similar to death from car- 
diac arrest. Surgeons are 
making greater efforts to re- 
store the heartbeat in pa- 
tients who die in the operat- 
ing room, and courses in re- 
suscitation are being given 
for this purpose. The hearts 
in these patients frequently 
are normal, and death is 4 
tragic loss. The attempt to 
restore the coordinated beat 

i i injected; little or none of this opaque medium entered in these patients aed not be 
ae se ee gay poy. ny ig ne 1 operation was done. The arteries were injected. successful, but it should be 
Note the rich intercoronary arterial communications between the descending ramus and the right coronary artery. tnade.§ From the standpoint 
Communications also pass between the branches of each major artery. C, dog heart on which the number 2 2 “ 
operation was done. The graft between aorta and sinus is shown. Note the communications between the circumflex of society the opportunity 
ramus and the descending ramus of the left coronary artery, which were produced by the operation. The hearts in for positive accomplishment 
B and C were protected by operation against the effects of major artery occlusion. D, human heart. The coronary : ‘ . : 
arteries were injected with a medium thicker than blood. They can be seen deep in the photograph. The superficial jn cardiac arrest is small In- 


vessels are in grafts applied to the heart; they filled from the coronary arteries. Communications between coronary that in 
arteries and the arteries of tissues grafted on the heart are present. deed compared to 
mechanism death due to cor- 


nary disease. We found variations in dogs; no doubt, onary artery disease. Both problems have much in com- 
the animals with such channels survived test ligation of mon, but the latter is more important than the former 
a major artery, and those without them did not survive because its application is broader. 

ligation of the artery. The same probably applies to Anastomosis between a systemic artery and a i 
patients. It would be desirable if the other 91% of nor- nary artery beyond the site of occlusive disease has a 
mal human hearts could be given intercoronary channels. considered by us, as have the ideas of removal of ather 
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Fig. 4.—A and B, human heart with 
vein graft between coronary sinus and 
aorta. In A the sinus is not occluded; 
in B the sinus is temporarily occluded 
by pressure. Note the change in color 
of the vein from blue to pink, indicat- 
ing the presence of arterial blood in 
the veins. C and D, dog heart with 
vein graft between coronary sinus and 
aorta. In C the veins are blue and the 
arteries are pink. In D the coronary 
sinus and the left common coronary 
artery are temporarily occluded. The 
veins become pink and the arteries be- 
come blue, indicating that oxygen has 
been removed from the blood in the 
arteries. Therefore, it must have made 
a complete retrograde transit through 
the capillary bed. 


Fig. 5.—A, dog heart in which de- 
scending ramus of left coronary artery 
was ligated at its origin. Recovery with 
large infarct followed. B, dog heart on 
which number 1 operation had been 
done. Subsequently descending ramus 
was ligated as in A; recovery with 
little or no infarct followed. C, dog 
heart in which descending ramus of 
left coronary artery was ligated at 
its Origin. Recovery with large infarct 
followed. D, dog heart in which num- 
ber 2 operation had been done. Subse- 
quently descending ramus was ligated 


as In C; recovery with no gross infarct 
followed. 
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omatous deposits in the walls of coronary arteries and 
replacement of a segment of occluded artery by a graft. 
We know that any direct manipulation of major coro- 
nary arteries produces fibrillation, and, in the presence 
of diseased coronary arteries, this is almost always irre- 
versible. If the heart were not beating, so that the coro- 
nary circulation was not necessary, then such ideas might 
be applicable and would deserve a trial; but, at present, 
manipulation of diseased arteries would kill the patient. 


METHODS OF STUDY 


A brief presentation follows of the two methods of 
investigation by which we obtained most of the informa- 
tion in the laboratory studies. 

Coronary Artery Ligation-Mortality-Infarct Method.® 
—The coronary artery ligation-mortality-infarct method 
consists in ligation of either the descending ramus or the 
circumflex ramus of the left coronary artery above any 
of its branches. As soon as the artery is tied, a statistical 
study begins on mortality. Early and late mortality rates 
are obtained. The dogs that live also become part of a 
statistical study on the size of the infarct. This size is 
determined by cutting across the heart at various levels 
and measuring the infarct (fig. 5). Statistics on mortality 
and infarct size are obtained in a series of normal dogs. 
This method of study is applied to measure the benefit 
of any operative procedure. The procedure is carried out 
first; the experimenter then decides when to apply this 
ligation-mortality-infarct test, and the results in the two 
series of experiments are compared. 

Variables in this method must be taken into considera- 
tion, but it is possible to eliminate error from this source. 
If this is properly done, the results of this method must 
necessarily be accepted by the experimenter. If the re- 
sults are different from expectations, these expectations 
must be abandoned for the facts elicited by the experi- 
ments. Indeed, if the known physiological mechanisms 
do not explain the results obtained by this method, it is 
the physiological interpretations and not the observed 
facts that are inadequate. 

Mautz-Gregg Backflow.‘°—The descending ramus or 
the circumflex ramus of the left coronary artery is dis- 
sected out, ligated, and cut distal to the ligature (fig. 6). 
The distal end is cannulated and the backflow collected. 
This blood is measured for quantity and oxygen content. 
The backflow comes from two possible sources: sources 
outside the heart or the other coronary arteries. Thus, 
if the circumflex ramus is used in a normal heart, the 
backflow comes from the unoccluded arteries. If there 
are any outside sources of blood, the backflow may 
come in part from these. This important method of study 
has been used extensively by Eckstein and one of us 
(D. S. L.) to explain the results of the coronary artery 
ligation-mortality-infarct studies. 


TWO OPERATIONS 

Two operations were established on the basis of the 
experimental work. The number 1 operation consists of 
abrasion of the epicardium and lining of parietal peri- 
cardium,® application of an inflammatory agent (0.2 
gm. of powdered asbestos) to these surfaces,’ partial 
occlusion of the coronary sinus where it enters the right 
auricie,’* and grafting of parietal pericardium and medi- 
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astinal fat to the surface of the heart.2 The number 2 
operation consists of first shunting arterial blood into the 
coronary sinus. This is accomplished by placing a free 
vein graft between the aorta and the coronary sinus or 
by direct anastomosis between these structures. The sec- 
ond stage of this operation is done two or three weeks 
later and consists of partial occlusion of the coronary 
sinus where it enters the right auricle. This partial oc- 
clusion raises the pressure of blood in the sinus and 
produces retrograde flow.** 

We attach greater importance to the principles by 
which the crippled coronary circulation can be improved 
than we do to the various techniques of application. 
The two principles stated here were originated and estab- 
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Fig. 6.—Coronary arteries in the dog heart. The left coronary artery 
is shown together with its three branches, the septal artery, the descend- 
ing ramus, and the circumflex ramus. The inset shows the circumflex 
artery tied and cut. Retrograde flow is obtained from the distal end of 
this artery. 


lished by the work in our laboratory. We demonstrated 
that under certain conditions blood could be added to 
the coronary circulation from outside sources; produced 
intercoronary arterial channels by surgical operation; 
used grafts of omentum, as did O’Shaughnessy * later 
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on; investigated the effect of various inflammatory agents 
on the heart (early in our work we used powdered beef 
bone, and later on Thompson '° used talcum powder) ; 
and, in 1943, illustrated anastomoses between the in- 
ternal mammary artery and the coronary arteries, the 
vessels that were used in 1946 in the Vineberg opera- 
tion.** Additional variations in the surgical techniques, 
no doubt, will be devised in the future, but they will be 
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Fig. 7.—Protective effect of number 1 operation done before coronary 
artery ligation. Mortality is shown in dogs in which the descending ramus 
of the left coronary artery was ligated. 











based on these principles. It is important that each tech- 
nique be tested and measured so that we know what each 
procedure can accomplish. The only methods by which 
a technique can be tested are our coronary artery liga- 
tion-mortality-infarct test and the Mautz-Gregg back- 
flow tests. It is scarcely necessary to say that these tests 
should be done before a new technique is applied to 
human patients. 

Surgical operation can protect the heart when a major 
coronary artery is occluded, provided the operation is 
done before the artery is ligated. Operation reduces both 
mortality (fig. 7 and 8) and the size of the infarct after 
occlusion (fig. 5). We accept these conclusions as facts 
established by our experiments with the a mor- 
tality-infarct method. 


BACKFLOW STUDIES 


Normal Dogs.—The circumflex artery was used for 
backflow studies. In 41 normal dogs the median back- 
flow per minute was 2.8 cc., and the range was 0.4 to 
21 cc. Two large backflows made the average backflow 
per minute 3.8 cc., but the median figure 2.8 is more 
representative than the average. When red blood was 
delivered into the coronary sinus at a pressure of 50 mm. 
Hg, the average backflow per minute in 14 dogs was 
6.8 cc.; the range was 0 to 10.4 cc.'* Therefore, red 
blood delivered into the sinus at this pressure increased 
backflow per minute by 4 cc. from the median and by 
3 cc. from the average value (6.8 — 2.8 or 6.8 —3.8). 
When red blood was delivered into the coronary sinus 
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at a pressure of 50 mm. Hg and the circumflex artery wa 
then ligated, the mortality that occurred within one 
hour after ligation was zero in 20 dogs. When this same 
artery was ligated in 20 normal dogs without red bloog 
being supplied to the sinus, the mortality within one hoy; 
after ligation was 70% . The conclusion is that the intro. 
duction of red blood into the coronary sinus so that the 
backflow from the ligated and severed circumflex artery 
was increased by 3 or 4 cc. per minute reduced mortality 
from 70% to zero. Many years ago one of us (C. §. B.) 
presented the concept of trigger mechanism and stated 
that an area of ischemic myocardium could destroy the 
coordinated mechanism and produce death from ven. 
tricular fibrillation. It was stated that a small amount of 
blood, several cubic centimeters per minute, added to 
or taken from this area of myocardium reduced or in- 
creased its destructive property. The trigger area in Eck- 
stein’s experiments is the myocardium supplied by the 
circumflex artery. This is approximately one-half of the 
left ventricle. No doubt, if the critical area is smaller, 
proportionately smaller quantities of blood, drops or | 
or 2 cc. per minute, are effective. 

Dogs with Operations 1 and 2.—The number | 
operation was done, and backflow studies were done 
from four weeks to nine months later. The -average 
backflow per minute in 19 dogs was 8.9 cc., and the 
range was 1 to 26 cc. The number 2 operation was done, 
and backflow studies were done from one week to one 
year later. The average backflow per minute in 31 dogs 
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Fig. 8.—Protective effect of number 2 operation done before coronary 
artery ligation. Mortality is shown in dogs in which the descending ramus 
of the left coronary artery was ligated. 
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was 13.7 cc., and the range was 2.8 to 44 cc. In the first 
four to six weeks after the second stage of this operation 
the average backflow in 12 dogs was increased by 4.5 
ce. (range: 1 to 15 cc.) with the graft open as compared 
to the backflow with the graft clamped off. This ad- 
ditional 4.5 cc. of backflow came from the graft.'* The 
conclusions are that number 1 operation increased back- 
flow by 6.1 cc. per minute (8.9 — 2.8) and the number 





1954 


Y Was 
- One 
Same 
ood 
hour 
ntro- 
it the 
irtery 
tality 
. B.) 
tated 
y the 
ven- 
int of 
d to 
r in- 
Eck- 
y the 
if the 
aller, 
or | 


er | 
done 
erage 
1 the 
Jone, 
) one 
dogs 


sy 
Ne 


A 
ve 





Vol. 156, No. 13 


2 operation increased backflow by 10.9 cc. per minute 
(13.7 — 2.8). These figures explain the results of the 
coronary artery ligation-mortality-infarct tests. New 
importance now is being attributed to small quantities 


of blood. 

Operations I and 2 and Artery Ligation plus an Inter- 
yal of Time.—The number | operation was done; some 
time thereafter, the descending coronary artery was 
ligated; and three weeks to four months later backflow 
was measured in the circumflex artery. The average 
rate in four dogs was 55 cc. per minute, and the range 
was 47 to 62 cc. In another series of experiments, the 
number 2 operation was done and, some time thereafter, 
the graft between sinus and aorta and the circumflex 
artery were ligated simultaneously. One month to six 
months later, backflow from the circumflex artery in 
seven dogs was found to be 81 cc. per minute, with a 
range of 44 to 110 cc. Again, the number 2 operation 
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jection of a mixture of barium sulfate and gelatin, which 
is thicker than blood. In most specimens these communi- 
cations were not demonstrated by this injection mass, 
but we have some specimens showing that these chan- 
nels are present. We have not separated backflow from 
grafts from backflow from other coronary arteries, but 
it should be possible to separate these two sources of 
flow. This was accomplished in the number 2 operation 
by Eckstein and one of us (D. S. L.), who have shown 
that flows of 1 to 15 cc. per minute from the aorta appear 
in the backflow during the first four weeks after the graft 
is placed. Thereafter this source disappears and all back- 
flow comes from other coronary arteries. The cause of 
this shift in source of backflow is the intimal thickening 
that occurs in the veins. 

Backflow After Sham Operation on the Heart.—A 
vein graft was placed between coronary sinus and aorta. 
After it was completed the graft was tied off, and no 


Fig. 9.—Intercoronary arterial communications that developed after ligation of the descending ramus. A, apex of the heart, show- 
ing communications between the descending tamus, the circumflex ramus, and the right coronary artéry. B, anterior surface of the 
left ventricle, showing communications between the descending ramus and the circumflex ramus of the left coronary artery. The 
factors in the production of such communications are occlusion and time. Survival after occlusion permits development of this 


additional mechanism of protection. 


was done; some time thereafter, the circumflex artery 
was ligated; and studies of backflow from the circum- 
flex artery were done one day to four months after liga- 
tion. On the first day the rate was 10.8, second day 42, 
third day 68, and sixth day 20 cc. per minute; the aver- 
age in 24 dogs was 62 cc. per minute, and the range was 
10.8 to 156 cc. The conclusion is that coronary artery 
ligation plus time produces large backflow values. Either 
of these operations helps to provide the time factor after 
artery ligation. After several days the backflow was 
increased several times. It is remarkable how the small 
backflows from operation produce such large yields in 
such a short time (fig. 9). 

Blood from Outside Sources.—We have no measure- 
ments of blood added to the heart from the grafts placed 
on it in the number 1 operation. We demonstrated the 
existence of anatomic communications between the 
coronary arteries and the arteries of grafts by the in- 


blood was allowed to flow from aorta to sinus. Three 
weeks later the coronary sinus was exposed at opera- 
tion, and a piece of silk was placed around the sinus but 
was left untied instead of partially occluding the sinus 
when the operation was completed. Four to five weeks 
later backflow determinations were made by one of us 
(D. S. L.). The average rate of backflow in 10 dogs 
was 6.8 cc. per minute. The conclusion is that these 
sham operations increased backflow by 4 cc. per minute 
(6.8 —2.8). This is significant protection. It appears 
that the trauma incidental to surgical operation on the 
heart increases intercoronary backflow. 

Backflow After Sympathectomy.—In experiments 
carried out by one of us (D. S. L.), backflow determina- 
tions were made immediately after sympathectomy and 
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also after an interval of several weeks between sympa- 
thectomy and backflow determinations. There was no 
significant alteration from the normal values. 


APPLICATION TO PATIENTS 

Mortality.—A total of 186 patients were operated on 
for coronary artery disease; 37 operations were done in 
the 1932-1942 period, and 149 were done between 1945 
and June, 1954. The mortality for the three years 1951 
through 1953 in 108 patients was 2.8% from thora- 
cotomy alone, 7.5% from the number 1 operation, and 
26.1% from the number 2 operation. At the time of 
writing, 27 patients had been operated on in 1954, of 
whom one died from thoracotomy and one from a coro- 
nary operation. The latter death was a mechanism death. 
The chest was almost completely closed when it oc- 
curred. The chest was opened and the heart defibrillated, 
and a normal mechanism returned. Again the chest was 
closed, the heart fibrillated, the chest was reopened, and 
the heart was defibrillated. The patient remained alive 
for two days but had brain damage. This is the only 
patient with coronary artery disease whose heart fibril- 
lated during operation in whom we were successful in 
defibrillation. In a patient operated on in 1953, conges- 
tive failure occurred 10 days after the first stage of the 
number 2 operation. Shock supervened, and no blood 
pressure could be obtained, so an emergency second stage 
operation was performed. Complete cardiac standstill oc- 
curred just as the chest incision was made, but massage 
was started within 60 seconds. The coronary sinus was 
ligated,'-and eventually a regular sinus rhythm was es- 
tablished. The patient died suddenly two days later. 

Begirining in July, 1952, a series of patients were op- 
erated on at the Mount Sinai Hospital of Cleveland under 
the direction of Dr. Bernard L. Brofman, medical cardi- 
ologist. A total of 48 patients were accepted for opera- 
tion. Five of these patients died before operation was 
done, and, of four additional patients who were placed 
in a salvage group and were operated on, two lived and 
two died. Our present requirements for acceptance were 
not met by these patients. This mortality indicates the 
seriousness of: the disease in some of the patients who 
request operation. Of the 39 remaining patients whom 
we considered as acceptable candidates for operation, 26 
had the number 1 operation and 13 had the number 2 
operation. There was one postoperative death in the 
former group and three in the latter. The mortality of 
4 in the 39 cases is 10.2%. In the last 28 consecutive pa- 
tients who were operated on there were no deaths. 

The mortality has been reduced by experience. Selec- 
tion of better risk patients accounts for some of this re- 
duction; however, there will always be mortality if pa- 
tients with severe disease are accepted for operation. 
Lindgren’s medical mortality in 88 patients who were 
acceptable for sympathectomy but in whom operation 
was not done was 17% the first year and 13% the sec- 
ond year, or a total of 30% in two years. This medical 
mortality was due to the disease. 

_ In an analysis of our experiences in the operating 
room, Helfrich and Hellerstein found that bundle branch 
block, characterized by widening of QRS and develop- 
ing without manipulation of the heart, had serious sig- 
nificance. This was observed in six patients. Twice it 
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appeared in patients under anesthetic before the cheg 
was opened, and operation was not done. In {our in- 
stances it appeared after the chest was opened, and these 
four patients died on the operating table. These . hanges 
in the electrocardiogram can be produced by manipula- 
tion of the heart, and when they occur we stop the opera- 
tion and inflate the lungs until the changes disappear. 

Selection of Patients—We believe the most accept- 
able type of patient for operation is a lean person in the 
40’s or 50’s who has had the disease for a year or more. 
has pain, but is still able to get around. A young person 
may have rapidly progressive disease. Three who were 
in the 30’s died on the operating table. Recently, how. 
ever, we operated on a man of 27 years who, although 
he had severe disease and may die any time in the near 
future, was discharged with no pain. There is no age 
limit for the operation. Operation is not done within 
six months of an infarct, but we cannot always be certain 
of the time when an infarct occurs. Patients with hear 
failure and patients in whom the heart is giving way and 
enlarging are not candidates for operation. We accept 
patients with moderate enlargement of the heart and 
patients with status anginosus. Patients addicted to 
drugs may not stop the habit after operation. 

Clinical Results——A questionnaire recently sent to 
patients operated on from three months to five years pre- 
viously gave the following results. Of 33 patients who 
had the number 1 operation there was no pain in 36.3% 
and less pain in 48.5%, a total of 84.8%; of those better 
able to work with no limitations, there were 27.2% and 
with some limitations, 51.4%, a total of 78.6%. Of 43 
patients who had the number 2 operation (graft be- 
tween aorta and coronary sinus) there was no pain in 
39.6% and less pain in 48.8%, a total of 88.4%; of 
those better able to work with no limitations, there were 
41.9% and with some limitations, 37.2%, a total of 
79.1%. 

The results were evaluated by Dr. Mortimer L. Siegel 
and Dr. Brofman in 29 patients in the Mount Sinai series 
who had had a postoperative period of 6 to 30 months. 
Four of these patients are excluded because they had no 
significant pain before operation; these patients have re- 
mained free of symptoms. Results in 15 patients who had 
the number 1 operation are classified as 4 excellent, 7 
good, 3 fair, and 1 not improved. Results in 10 patients 
who had the number 2 operation are classified as 5 ex- 
cellent, 2 good, 2 fair, and 1 not improved. The defini- 
tion of excellent is either a marked diminution of pain or 
complete relief of pain, which occurred in many in- 
stances. The definition of good is significant reduction 
in severity and frequency of pain. About 80% of each 
group are better able to work after operation than they 
were before operation. None of these patients have died 
since discharge from the hospital. 

Thus, four out of five patients have obtained either 
complete relief from pain or marked reduction of pail. 
The chances of going back to work are equally good. Un- 
derstanding of the experimental evidence makes these re- 
sults appear reasonable and acceptable. 

Present Status of the Two Operations.—Each opeté 
tion is beneficial. The number 2 operation reduces mor- 
tality and size of infarct to a greater extent than does the 
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number 1 operation, and the backflow measurements 
obtained after the former operation are also greater, but 
there are certain considerations against this operation. 
It requires special training and must be done in two 
stages. In several patients the fistula from the graft to 
the sinus to the right auricle produced mild failure. Com- 
plete ligation of the sinus corrected this complication. 
In the dog, the graft loses contact with the capillary bed 
after two months. We do not know whether the same 
thing occurs in patients with severe inflow disease, but 
we expect to determine this point by examination of 
human hearts with a patent graft. So far we have ex- 
amined one human specimen that had lost contact. If 
the graft does lose contact with the capillary bed in 
the human, then the protection provided by operation is 
due primarily to intercoronary communications. The 
human specimen that was examined had excellent inter- 
coronary channels. If blood from outside sources cannot 
be delivered to the myocardium by this operation over a 
long range of time, then the question is: “What is the 
best method to achieve the high standard of benefit of 
this number 2 operation?” At present we cannot answer 
this question, and we are doing the number 1 operation. 
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SUMMARY 

Experimentation with the direct approach to the coro- 
nary vessels established the fact that surgical operation 
protects the heart after a major coronary artery is oc- 
cluded, provided the operation is done before the oc- 
clusion occurs. Operation saves life and heart muscle 
by delivering small but important quantities of blood per 
minute to critical areas of myocardium. The number 1 
operation supplies 6.1 cc. per minute and the number 2 
operation, 10.9 cc. per minute to the circumflex area 
of myocardium of the dog after the circumflex artery is 
occluded. These quantities of blood supply a time factor 
after occlusion of the artery; they permit the dog to live, 
and within several days the backflow increases several- 
fold. Operations were done on patients with coronary 
artery disease. Four out of five patients returned to work 
with little or no pain after operation. The risk of the 
operation has been reduced. At the time of writing, of 
27 patients operated on in 1954 one died from thora- 
cotomy alone and one died after a coronary operation, 
on the second day. These patients had severe degenera- 
tive disease of the heart. 
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EVALUATION OF PULMONARY FUNCTION AFTER 
RAPID OR EXPLOSIVE DECOMPRESSION 


William W. Pryor, M.D., Durham, N. C. 


Gerald Marks, M.D., Philadelphia 


To visualize the circumstances involved in rapid or 
explosive decompression one can picture himself being 
raised from the ground to a height of one and one-half 
to two miles in less than three seconds. By definition, one 
distinguishes between rapid and explosive decompres- 
sion on the basis of the rate of pressure change. With a 
slow climb the expansion of the gas in the lungs or gas- 
trointestinal tract is gradual and the excess volume is 
expelled to the atmosphere; so there is no increase in 
pressure within the internal organ. If, however, the gas 
is expanded at such a rate that it cannot escape from the 
bronchial tree and trachea fast enough to accommodate 
the increased volume, a pressure rise occurs in the alve- 
oli. In general, decompression of a pressurized aircraft 
cabin in less than one second is designated explosive. 
When the time interval over which the decompression 
occurs is greater than one second, the term rapid decom- 
pression is used. Because rapid or explosive decompres- 
sion is likely to occur whenever pressurized aircraft 
suddenly lose cabin pressurization, the Air Force has 
been interested in the effects of sudden reduction of 
barometric pressure for many years. Accordingly there 
have been many studies of the immediate effects of ex- 
Plosive decompression and the limits of tolerance to 
Pressure changes in both man and animals.’ In no in- 
stance, however, is there more than a general statement 
tegar/ing the eventual state of the health of the subjects 
Participating in such experiments. Thus the question 


remains whether repeated exposure to rapid or explosive 
decompression will cause subclinical damage, particu- 
larly damage to the lungs, that may become manifest at 
a later date. The recent development of commercial jet- 
powered passenger planes, which for economy reasons 
must fly at altitudes requiring pressurization of some 
magnitude, makes a study of the possible late effects of 
explosive decompression of still more importance since 
the passengers and crews of this type of aircraft may 
become subjected to rapid or explosive decompression. 

The objects of cabin pressurization are to make it 
possible to fly safely at altitudes above 10,000 ft. without 
the use of oxygen equipment and to prevent the occur- 
rence of bends, which is a problem at altitudes above 
25,000 ft.? In actual practice the cabin altitude is kept 
at about 8,000 ft., since at this level there is not a suffi- 
cient degree of hypoxia to cause any symptoms. This 
greatly reduces the cabin to atmospheric pressure dif- 
ferential, since at 8,000 ft. the barometric pressure is 
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only 564 mm. Hg. For example, at 30,000 ft. the inci- 
dence of decompression sickness or bends becomes 
greatly increased and minor leaks in an oxygen system 
may ‘prove disastrous. To pressurize an aircraft cabin 
from this level to sea level would require a cabin pres- 
sure of 525 mm. Hg or 10.5 Ib. per square inch. If, 
however, the cabin is pressurized back to only 8,000 ft., 
the pressure required is only 6.55 lb. per square inch. 
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Fig. 1.—Measurements of lung capacity, body temperature, pressure, and 
saturation (BTPS), in eight healtay men after repeated exposure to 
explosive and rapid decompression and to positive pressure breathing. 
All tests were made with subjects sitting. RC is residual capacity; TC is 
total capacity. 


Obviously, the hazard of decompression is much less in 
the second instance. Another factor that plays a large 
role in determining to what degree an aircraft cabin can 
be pressurized is the size of the cabin. The larger the 
cabin, the slower the decompression; hence the greater 
the safety differential. 

While on active duty in the Air Force, we had the 
opportunity to study, at the Aero Medical Laboratory, 
Wright Air Development Center, Ohio, a group of men 
of varying age and body build who had been involved 
in experimental work that necessitated being subjected 
repeatedly to rapid and explosive decompressions and 
to rather high positive pressure oxygen breathing. It is 
certainly reasonable to think that repeated episodes of 
increased intra-alveolar pressure might cause rupture 
of the alveoli without immediate clinical evidence. If this 
injury were to occur repeatedly and be of significant 
magnitude, a battery of pulmonary function tests should 
reveal some abnormalities in intrapulmonary mixing or 
in the ratio of residual volume to total lung volume. 
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SUBJECTS AND METHODS 


The subjects were eight men from 23 to 42 years ol 
all in good health and with no history of respiraiory dis. 
tress of any kind. Physical examinations of the group 
failed to reveal any abnormalities of significance. All| had 
normal chest roentgenographic findings. For a period of 
one to six years, these men had been engaged in work 
involving rapid and explosive decompression as well as 
long periods of pressure breathing. The nature of the 
subjects’ work was such that no accurate record of the 
number of times each had been exposed to rapid or ex. 
plosive decompression was obtainable. The average sub. 
ject experienced some 30 rapid decompressions a year, 
the usual range being 8,000 to 25,000 ft. (282 mm. He 
pressure change) over a time interval of one to two and 
one-half seconds. In such experiments under normal 
conditions the intrapulmonic pressures are not elevated 
to levels usually associated with acute injury. For ey. 
ample, in one study the average maximum mask pressure 
following rapid decompression from 8,000 to 30,000 ft 
(pressure change 564 mm. Hg to 225 mm. Hg) in three 
seconds was only 3.34 cm. H.O.* Each subject gave a 
record of being explosively decompressed at least five 
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Fig. 2.—Measurements of lung capacity, body temperature, pressure, and 
saturation (BTPS), in eight healthy men after repeated exposure 
explosive and rapid decompression and to positive pressure breathing 
All tests were made with subjects sitting, except the one for maximal 
breathing capacity, which was made with subjects standing. 


or six times. The most severe decompressions were ¢i- 
perienced by three subjects who were exposed to a 27 
mm. Hg pressure change in less than one second. This 
is a rather extreme situation, comparable to losing 
approximately one-half the atmospheric pressure at st 
level, or to being thrust up from the ground to abou! 
18,000 ft. (approximately three miles) in less than on 
second. All three of these men had mask pressure It 
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corded at well over 100 mm. Hg during these exper- 
iments. They were partially, but not completely, pro- 
tected by a counterpressure garment in these tests. 


In addition to the decompressions, all subjects had 
engaged in positive pressure breathing, which may be 
considered a potential insult to the pulmonary tissues. 
During positive pressure breathing the lungs are ex- 
panded, with an increase in the functional residual 
capacity.‘ Overexpansion of the lungs in explosive 
decompression occurs only briefly; positive pressure 
breathing is usually carried on for a considerable period 
of time, sometimes for hours. Potentially, then, latent 
injury might well be more likely to follow long periods 
of unbalanced positive breathing than short periods of 
pressure rise associated with sudden changes in baro- 
metric pressure; acute injury might occur more fre- 
quently with the latter. The magnitude of the intermittent 
positive pressures breathed varied between 50 and 150 
mm. Hg greater than ambient pressure. These pressures 
are usually sustained in a balanced state in which pres- 
sures applied by a protective garment to the surface of 
the body are calculated to be equal to the intrapulmonic 
pressure. However, in many instances the intrapulmonic 
pressure was only partially balanced. In unprotected 
animals it is usually possible to produce lung damage 
with rupture of alveoli by intrapulmonic pressures of 
about 60 mm. Hg.* 

Pulmonary function was assessed by the conventional 
ventilatory measurements and the determination of the 
size of the various lung compartments. All tests were 
performed with the subjects sitting, except the one for 
maximal breathing capacity, which was done with the 
subjects standing. Volumes are expressed at body tem- 
perature, pressure, and saturation. The vital capacity, 
expiratory reserve, tidal air, and minute volume were 
determined by use of a Benedict-Roth spirometer, Timed 
vital capacity was measured by an optically recorded 
pneumotachogram. The functional residual capacity 
determinations were done by an open-circuit method.° 
The nitrogen content of the expired and alveolar air was 
measured by the method of Peters and Van Slyke,’ and 
functional residual capacities were required to check 
within 200 cc. The maximal breathing capacity was a 
15-second test utilizing a Tissot spirometer and a two- 
way Douglas valve, the subject breathing room air. 


RESULTS 


The results of all the studies are summarized in the 
two charts. The shaded areas represent the range of nor- 
mal values, when the limits are sufficiently established 
to be of significance. Total capacity, expressed as per- 
centage predicted, is slightly above the usual normal 
range in several instances, but not because of any en- 
largement of the residual capacity. In most instances the 
different fractions of lung volume were within normal 
limits, and in no case was there any marked abnormality, 
such as one lung compartment being unduly enlarged at 
the expense of another. Among the various measure- 
ments those of maximal breathing capacity, ratio of 
residual capacity to total capacity, index of pulmonary 
mixing, and timed vital capacity would give the best 
indication of obstructive disease or emphysema. It will 
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be noted that the normal range of timed vital capacity is 
given as four seconds. This is the time required for the 
total vital capacity to be expired. The flow patterns of 
these subjects recorded on pneumotachograms were not 
abnormal; in all subjects 97% of the vital capacity was 
expired within three seconds.* Two findings are of par- 
ticular interest: ratios of residual capacity to total ca- 
pacity were well within normal limits, and levels of al- 
veolar nitrogen were very low; both of these should be 
altered by any significant degree of pulmonary emphy- 
sema. The high maximal breathing capacity values prob- 
ably reflect training in the use of respiratory apparatus 
plus a sincere effort to perform maximally. 


SUMMARY 

It was not possible by conventional ventilatory studies 
to detect any evidence of altered pulmonary function in 
a group of normal subjects who had been repeatedly ex- 
posed to rather marked increases in intrapulmonic pres- 
sure associated with rapid or explosive decompression or 
with prolonged periods of positive pressure breathing. 
Under conditions in which there is chronic lung disease 
with obstruction of airways, such pressure changes might 
well have deleterious effects, but this problem has not 
been studied. The possibility of acute injury or severe hy- 
poxia is present, however. This necessitates the provision 
of certain protective measures to be used in case of sud- 
den loss of cabin pressure at very high altitudes. With 
the development of commercial aircraft that fly at these 
altitudes the problem of explosive decompression has 
become one of more generalized interest, since the group 
of persons who may be exposed to this hazard will be 
much less restricted. 
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Advertising.—Solicitation of patients, directly or indirectly, by 
a physician, by groups of physicians or by institutions or or- 
ganizations is unethical. This principle protects the public from 
the advertiser and salesman of medical care by establishing an 
easily discernible and generally recognized distinction between 
him and the ethical physician. Among unethical practices are 
included the not always obvious devices of furnishing or inspir- 
ing newspaper or magazine comments concerning cases in which 
the physician or group or institution has been, or is, concerned. 
Self laudations defy the traditions and lower the moral stand- 
ard of the medical profession; they are an infraction of good 
taste and are disapproved. 

The most worthy and effective advertisement possible, even 
for a young physician, especially among his brother physicians, 
is the establishment of a well merited reputation for profes- 
sional ability and fidelity. This cannot be forced, but must be 
the outcome of character and conduct. The publication or circu- 
lation of simple professional cards is approved in some localities 
but is disapproved in others. Disregard of local customs and 
offenses against recognized ideals are unethical.—Principles of 
Medical Ethics of the American Medical Association, chapter 
1, section 4, June, 1954. 
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THE “TEST OF TRANSFUSION” AS APPLIED 
TO POSTOPERATIVE HEMORRHAGE 


Elmer Milch, M.D., William F. Lipp, M.D. 


and 


A. H. Aaron, M.D., Buffalo 


An infrequent but dramatic and potentially cata- 
strophic complication of gastrointestinal surgery is mas- 
sive postoperative hemorrhage. Massive hemorrhage is 
defined as a sudden massive continuing hemorrhage into 
the upper gastrointestinal tract or free peritoneal cavity, 
with the classic picture of collapse: pallor, sweating, air 
hunger, hypotension, tachycardia, acute anemia, dimin- 
ished blood volume, and reduced hematocrit. The rec- 
ognition of this disaster must be prompt, and the therapy 
must be immediate and aggressive once the complication 
occurs. The tesponsibility is that of the internist as well 
as of the surgeon. It is necessary to control postoper- 
ative bleeding as rapidly as possible, for prolonged or 
repeated hemorrhage leads to various secondary com- 
plications to which the patient is obviously more sus- 
ceptible after operation; he cannot compensate for blood 
loss as well as a normal person and goes into shock much 
more rapidly. Massive hemorrhage also predisposes pa- 
tients with preexisting coronary insufficiency to myocar- 
dial infarction. Wound healing is impaired. There is an 
increased incidence of thromboembolic vascular phe- 
nomena. The manifestations of adrenal depletion are 
much more marked, and the damage associated with 
prolonged cerebral anemia becomes irreversible. Death 
may ensue from the immediate hemorrhage, as well as 
its late sequelae. 

ETIOLOGY 

Postoperative hemorrhage can be the result of the 
occurrence of an unexpected lesion as a result of the 
surgery, such as a peptic ulcer with massive, exsangui- 
nating hemorrhage, or the direct result of a technical 
error. It can now be assumed that the stress of surgery 
will stimulate an increased secretion of corticotropin 
(ACTH) with a resulting marked increase in the hydro- 
chloric acid secretion of the stomach." It is logical then 
that certain patients with known ulcer diatheses may 
have a reactivation of ulcer with massive hemorrhage 
subsequent to surgery. In addition, in many patients 
with a latent or unsuspected ulcer diathesis an acute 
peptic ulcer may form because of the increased acid 
secretion, with an associated unexpected massive gastro- 
intestinal hemorrhage. 
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Because of improved surgical techniques during the 
past decade, patients with portal cirrhosis are being sub. 
jected to surgery for related and unrelated condition; 
with increased frequency. The clinical and pathological 
association of peptic ulcer and liver disease was reviewed 
in 1952 by one of us.? At that time, four patients with 
portal cirrhosis and peptic ulcer were reported on jn 
detail. In each instance, fatal massive hemorrhage o- 
curred owing to an eroded vessel in a peptic ulcer, and 
in each case it was mistakenly thought that the hemor. 
rhage came from a ruptured varix associated with the 
portal cirrhosis. The occurrence of massive postopera- 
tive hemorrhage as a direct result of technical error is 
an ever-present hazard, no matter how carefully or dili- 
gently the surgery is performed. Its onset may be sudden 
and rapid or slow and insidious. The causes may vary 
from a slipped tie or ligature around any major blood 
vessel to persistent oozing from raw, exposed, fresh, or 


granulating surfaces. 
INCIDENCE 


The incidence of massive postoperative hemorrhage, 
regardless of its cause, is fortunately low, and statistics 
are inconclusive; however, an analysis of autopsy ma- 
terial reveals that it occurs often enough and with a 
frequent enough fatal outcome to warrant special con- 
sideration as to diagnosis and management. Isolated 
reports of massive hemorrhage in acute peptic ulcers that 
develop unexpectedly after surgery are appearing in the 
literature with much greater frequency.‘ Wangensteen 
has offered experimental evidence that portal hyperter- 
sion abets the ulcer diathesis.* The incidence of the asso- 
ciation of peptic ulcer and portal cirrhosis is variously 
reported as ranging from 1.8% to 24%. The association 
of peptic ulcer with portal cirrhosis is frequent enough, 
even though not common, to make it imperative in the 
postoperative cirrhotic patient to decide whether massive 
gastrointestinal hemorrhage arises from an eroded vessel 
in a peptic ulcer or from a bleeding varix, so that proper 
therapy can be instituted. 

Adequate analysis of the incidence of postoperative 
bleeding due to technical errors is not readily available 
in the literature. F. Starlinger and Tito K6rner review 
132 incidences of re-laparotomy performed for various 
reasons over a 20 year period. Such operations repre- 
sented 0.05% of all laparotomies performed. Of the 132 
operations, 21 were performed because of postoperative 
hemorrhage.‘ In 3,000 laparotomies performed by one 
of us (E. M.), there were seven patients with massive post: 
operative hemorrhage, three of whom had re-laparot- 
omy. The hemorrhage was due to technical errors. 


TREATMENT 
A surgeon confronted with the problem of massive 
postoperative hemorrhage, either within the gastrointes 
tinal tract or the free peritoneal cavity, will agree thal 
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the choice of treatment in the individual case is difficult 
and the prognosis uncertain. In 1949 we advocated the 
yse of the “test of transfusion” as a selective means of 
determining not only on whom but when to operate for 
massive gastrointestinal hemorrhage due to bleeding 
peptic ulcer.® The application of the test appears to have 
reduced the therapy of this complication of peptic ulcer 
to a relatively simple formula. At present we feel that 
we can separate the patient to be treated medically from 
the one to be treated surgically and, in addition, choose 
the proper time for surgical intervention. When the com- 
plication of massive postoperative hemorrhage presents 
itself, it appears to us that the problem is similar to that 
described above. It is necessary to determine the cause 
of the hemorrhage and then try to ascertain which pa- 
tient will stop bleeding with conservative therapy, which 
patient requires surgical intervention, and when to inter- 
vene surgically to prevent the late sequelae of hemor- 
thage. Encouraged by the results of the application of 
the test of transfusion in peptic ulcer, we decided that this 
therapeutic concept had a broader application and could 
be used in all cases of massive postoperative hemor- 
rhage, whether into the free peritoneal cavity or into the 
lumen of the gastrointestinal tract. Through its use, if 
one could determine which patients would not stop bleed- 
ing with conservative supportive measures, at surgery 
not only a technical error could be corrected, but, if the 
postoperative hemorrhage was due to the development 
of an unexpected pathological entity, it could be cor- 
rected or relieved. 


SELECTIVE “TEST OF TRANSFUSION” 


The patient who has massive continuing hemorrhage 
with the classic picture of collapse should immediately 
have multiple transfusions in addition to the usual sup- 
portive therapy (oxygen, nasogastric drainage, and 
opiates) with as much as 2,000 cc. of blood being ad- 
ministered in three hours, if necessary. Certain patients 
may respond clinically with only 500 cc. of blood, but 
others may need as much as 2,000 cc. At the end of 
three hours of this treatment, if there is no appreciable 
clinical improvement in the patient as indicated by a rise 
in blood pressure, reduction in pulse rate, and disappear- 
ance of air hunger, the patient is a candidate for imme- 
diate operative intervention, inasmuch as it is apparent 
that he is losing blood as rapidly as it is being replaced. 
Of course, if this persists for a few more hours, the shock 
state will become irreversible, and surgical measures will 
not save the patient. However, if at the end of three 
hours clinical improvement is manifested, the treatment 
iscontinued. At the end of six hours, blood replacement 
is interrupted, and the patient carefully watched for fur- 
ther evidence of bleeding. If the patient once again 
starts to bleed massively, transfusions are again inaug- 
urated, and surgical operation is performed at once; 
however, if the patient does not show evidence of massive 
bleeding after discontinuance of transfusion, the non- 
operative plan of treatment is continued. 


RESULTS 
In 3,000 consecutive laparotomies performed by one 
of us (E. M.), there were seven patients with postoper- 
ative hemorrhage. In three of these re-laparotomy was 
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performed, and the hemorrhage was found to be due to 
technical errors. The hemorrhages were: (1) at the site 
of gastrojejunal anastomosis subsequent to gastric resec- 
tion, (2) from the common duct subsequent to chole- 
cystectomy and common duct exploration, and (3) from 
the liver bed subsequent to cholecystectomy. The remain- 
ing four patients were treated conservatively since the 
response to the test of tranfusion was deemed adequate. 
Two of these four, subsequent to resection of the small 
intestine and cholecystectomy, respectively, bled into the 
gastrointestinal tract during the postoperative period. 
After hospital discharge, both of these revealed evidence 
of duodenal ulcer clinically and roentgenologically. The 
assumption is that the ulcers developed or were reacti- 
vated in the postoperative period. The bleeding in the 
other two patients (after appendectomy and colon resec- 
tion respectively) was assumed to be due to a technical 
error since there was no evidence of intraluminal bleed- 
ing; however, the response to the test of transfusion 
saved seriously ill patients from an unnecessary major 
surgical procedure. Consequently, of the seven patients 
with this postoperative complication, it is possible that 
in five the cause was a technical error, while in two a 
peptic ulcer either developed or was reactivated. The 
bleeding was extraluminal in four patients and intra- 
luminal in three. There were no other complications and 
no fatalities. 
COMMENT 

When massive postoperative hemorrhage occurs, it 
is not always due to a technical error. If the bleeding is 
intraluminal, it may be due to the development of a new, 
unanticipated lesion. There are scattered reports in the 
literature of not only the development of acute peptic 
ulcer as a complication of surgery but reactivation of a 
preexisting ulcer, perhaps caused by increased acid gas- 
tric secretion due to adrenal and pituitary stimulation. 
These ulcers have a distinct tendency to hemorrhage 
massively. With the advances in modern surgery, there 
is a tendency more and more to operate on so-called 
poor risk patients, especially those with portal cirrhosis. 
The association of portal cirrhosis and peptic ulcer has 
been discussed, and the possibility of massive postoper- 
ative hemorrhage in the cirrhotic patient caused by a 
peptic ulcer and not a varix should always be kept in 
mind. If the source of bleeding is uncertain after the 
Sengstaken-Blakemore tube is in place in the esophagus 
and blood is still being obtained by gastric suction, we 
suggest that one look elsewhere than a varix for the 
source of the massive hemorrhage. If massive post- 
operative hemorrhage is not intraluminal, then one must 
assume that it is due to a technical error. The reluctance 
of a surgeon to again operate on a patient who has just 
undergone a major surgical procedure is understandable. 
We feel that the application of the selective test of trans- 
fusion provides a reasonable method of management, 
separating the patients who will respond to conservative 
supportive medical therapy from those who require ac- 
tive surgical intervention. 
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SUMMARY 


The early application of the “test of transfusion” to 
patients suffering from massive postoperative hemor- 
rhage, whether intraperitoneal or within the lumen of the 
gastrointestinal tract, will determine: (1) the patient to 
be treated with conservative, supportive measures, so 
that an unnecessary major operative procedure with its 
associated risk will not be performed on a seriously ill pa- 
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tient; (2) the patient requiring reoperation to contro] the 
hemorrhage, thus permitting either the correction of , 
technical error or the relief of a new, unexpected patho- 
logical entity; (3) the proper time for reoperation before 
the sequelae of continuing massive hemorrhages occy; 
with the consequence of increased morbidity and mor. 
tality. 
40 W. North St. (2) (Dr. Milch). 





LOW THORACIC-HIGH LUMBAR SYMPATHECTOMY 
FOR VASCULAR DISEASES OF THE LEGS- 


Robert P. Hohf, M.D., Evanston, Ill., William.S. Dye, M.D., John H. Olwin, M.D. 


Ormand C. Julian, M.D., Chicago 


Sympathectomy in the treatment of vascular diseases 
of the lower extremities does not help as many patients 
as one would like. In 1950, one of us, (O. C. J.) and 
Shabart * reported improvement in 51% of 72 patients 
after the usual L-2—L-3 sympathectomy at this hos- 
pital. Although the number of favorable results has been 
reported to be as high as 93%,? most authors ® find 
improvement in only one-half to three-fourths of the 
patients subjected to sympathectomy. Because the other 
patients usually require early amputation, it would be 
desirable to extend the benefits of the operation, if pos- 
sible. Two avenues of approach to this problem are 
apparent. The first is the possibility of improving the 
absolute effect of the operation by some means such as 
excising the trunk to a higher level in the hope that open- 
ing collateral circulation more proximally might increase 
the blood supply to the foot and leg. Lindstrém *‘ re- 
ported that patients previously relieved of symptoms by 
sympathectomy were improved again by a higher sym- 
pathectomy when their symptoms returned. However, 
the initial operation involved excision of the fourth lum- 
bar ganglion and possibly the third, and at reoperation 
only the second ganglion and occasionally the first were 
removed. Thus, Lindstrém accomplished only what we 
consider to be the usual sympathectomy, and, therefore, 
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his results are not pertinent here. The second approach 
is directed toward preventing the return of sympathetic 
activity in the initially denervated areas. Our report con- 
cerns a study along the lines of the first suggestion. 
PROCEDURE 

Accordingly, during a six month period all patients 
elected for sympathectomy because of vascular diseases 
of the lower extremities were divided into two groups. 
In half, L-2 and L-3 ganglions were excised, and in the 
remainder T-12 through L-3 were removed. This was 
done alternately as far as possible to obtain two un- 
selected series. The only deviation was in bilateral cases; 
in these the two sides were treated alternately. As is 
generally recognized, the evaluation of patients after 
sympathectomy is very unsatisfactory. There is no prac- 
tical clinical test that truly measures the changes in cir- 
culation. In this study patients were adjudged simply 
improved or not improved on the basis of skin temper- 
atures, walking distance, healing of ulcers, and their own 
subjective opinions. All sympathectomies followed by 
amputation during the three month follow-up period 
were considered failures, although it is maintained that 
the operation is beneficial if it makes possible a more 
distal amputation than could be done otherwise. Obvi- 
ously it is impossible to ascertain after an amputation 
above the knee whether it might have been successful 
below the knee, and many patients will require needless 
secondary higher amputations if all are done below the 
knee initially. The presence or absence of a popliteal 
pulse is not a reliable criterion. Therefore, it is purely a 
clinical judgment of experience that determines the level 
of amputation in most cases. On this basis we believe 
sympathectomy permits saving some part of an extremity. 

A total of 64 operations was performed on 50 patients. 
Three patients were lost to follow-up examination, and 
one of these had bilateral procedures. The group for 
evaluation, then, consists of 60 ions on 47 patients, 
and, of these, 31 were excisions of L-2 and L-3 ganglions 
and 29 were excisions of T-12 through L-3. Unilateral 
sympathectomy was done in 34 cases, which were evenly 
divided between the two types of operations. Bilateral 
sympathectomies were performed on 13 patients, and, 
of these, 12 had excision of L-2 and L-3 on one side and 
T-12 through L-3 on the other and one had bilateral 
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acision of L-2 and L-3. The results are summarized in 
table 1. Of the entire group, 39 (65%) showed improve- 
nent, with 67.7% in the L-2-L-3 series and 64.1% in 
the T-12—L-3 series. The percentage differences between 
the results in unilateral and bilateral cases in both series 
probably are not significant because of the small numbers 
iqvolved. In order to ascertain any difference in the 
results that might be related to the level of arterial occlu- 
sion, it was necessary to break down each series accord- 
ing to the most distal palpable pulse, as has been done 
in table 2. Here again, no discernible benefit can be 
attributed to the removal of two higher ganglions. The 
difference noted in the cases with absent femoral pulses 
is not significant because of the limited number. Tabu- 
lation of the results by diagnosis also fails to reveal any 
advantage in the higher sympathectomy (table 3). 
Another point of interest is the relatively poor result in 
thromboangiitis obliterans. Although only a few cases 
are represented, a further word of explanation is indi- 
cated. Since the earlier report from this service * there 


Taste 1.—Results of Sixty Operations Performed on Forty- 
Seven Patients 
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has been a change in attitude toward the use of sympa- 
thectomy in Buerger’s disease. Now, operation is re- 
served for those patients who show ischemic changes; 
these occur comparatively late in the course of the 
disease, when surgical help is most needed. In our ex- 
perience earlier prophylactic operation has not seemed 
to affect the course of the disease. 

A total of 17 amputations were performed after sym- 
pathectomy, 9 above the knee and 8 below. In the L-2- 
L-3 series seven amputations were above the knee and 
one below, while in the T-12—L-3 series two were above 
the knee and seven below. Although the statement can 
be justified only on clinical experience, it neverthe- 
less seems apparent that the higher sympathectomy was 
superior to the usual operation in permitting more distal 
amputations. Without going into details of technique, a 
word about the more complicated procedure necessary 
for carrying the excision to a point above T-12 is per- 
linent. This involves all the possible complications of 
the regular retroperitoneal lumbar sympathectomy plus 
those derived from splitting the diaphragm and dissecting 
extrapleurally. The approach is partly through the bed 
of the 12th rib and requires either combined supra- 
diaphragmatic and infradiaphragmatic exposure or split- 
ling of the diaphragm over the sympathetic chain where 
it passes through. In both instances the pleura is vulner- 
able. Furthermore, the postopera 


















tive discomfort is some- 
What greater after excision of the 12th rib. 
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COMMENT 


Subject to the inaccuracies and errors of evaluating the 
results of sympathetic denervation of the lower extrem- 
ities, this study nevertheless shows clearly that excision 
of T-12 through L-3 ganglions is of no greater benefit 
than extirpation of L-2 and L-3. The higher sympathec- 
tomy is, therefore, not recommended; the only exception 


TABLE 2.—Results of the Two Operations Related to the Level 
of Obstruction as Determined by the Most 
Distal Palpable Pulse 
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to this statement is the possible advantage of the higher 
sympathectomy in permitting more distal amputations. 
In no case was the circulation to the foot made worse 
by sympathectomy. When the operation failed to help 
the patient, the disease progressed in its usual course. 
Amputations were necessary in 17 instances, but their 
application did not appear to be accelerated by the oper- 
ation. The sympathectomies were performed in these 
cases in an effort to save limbs in cases in which it seemed 


TABLE 3.—Results of Sympathectomy According to Disease 
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* Vasospasm was relieved, but osteomyelitis persisted and necessitated 
amputation. 


that amputation would eventually be required. Failure 
to preserve such extremities can hardly be interpreted 
as a paradoxical or reverse effect of sympathectomy. 

A recent report ® on “high” lumbar sympathectomy 
indicated more favorable results than with the usual 
L-2-L-3 sympathectomy. A total of 85 patients were 
subjected to 115 operations; of the 72 patients followed, 
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51 survived. They had 68 operations, of which 50 were 
low lumbar sympathectomies and 18 were high; 9 of the 
high sympathectomies were reoperations following low 
excisions of the lumbar chain. The results are quoted as 
54% improved in the low group, 78% in the high, and 
89% in reoperation cases. This work is not comparable 
to the present report because it does not deal with an 
unselected group of patients and because the clinical 
evaluation differs. We did not consider an increase in 
skin temperature to a higher level postoperatively to be 
an improvement in itself. Our chief concern was with 
the circulation of the toes, foot, and leg. Our results 
show that more complete denervation of the lower ex- 
tremity, as shown by warming of the thigh and occasion- 
ally of the lower abdomen by low thoracic-high lumbar 
sympathectomy, does not improve the circulation distally 
any more than does a regular (L-2-L-3) sympathec- 
tomy. However, there is nothing in our results to indi- 
cate that a second higher excision, after a regular oper- 
ation, might not cause further improvement. 

As indicated earlier, there is another way in which the 
results of sympathectomy might be improved. Ray and 
Console ° and others * have showed by study of sweating 
patterns after postsympathectomy readjustment that 
there frequently is patchy return of sympathetic activity, 
particularly in the T-12—L-3 dermatomes. This occurs 
even when ganglions are excised as high as T-12. The 
most acceptable explanation for this phenomenon is 
based on the existence of accessory sympathetic path- 
ways. Ray and Console * and Kuntz and Alexander 
state that accessory ganglions are located in relation to 
spinal nerve trunks from T-12 through L-3 and receive 
preganglionic fibers through the ventral nerve roots. 
Postganglionic fibers are distributed peripherally through 
the aortic plexuses and mesenteric nerves. These acces- 
sory channels are not affected by removal of the trunk 
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but can be interrupted by section of the ventral nerye 
roots, Ray and Console have sectioned the ventral roo; 
of T-12 through L-2 in conjunction with excision of the 
associated thoracolumbar trunk in a few cases but have 
not reported the results. They believe this should cause 
complete sympathetic denervation of the lower extrem. 
ities. Further investigation of this proposal is warranteg 


SUMMARY 


The effects of low thoracic-high lumbar sympathec. 
tomy in the treatment of vascular diseases of the lowe; 
extremities differ little from the effects of the usual lum. 
bar sympathectomy. In 29 cases in which ganglions 
T-12 through L-3 were excised, results approximated 
those in 31 cases in which L-2 and L-3 were removed 
The higher sympathectomy permitted below-knee ampu. 
tations in seven out of nine cases compared to one out 
of eight cases in the regular series. With this one possible 
exception the higher sympathectomy was of no greater 
benefit than the usual lower operation; it is, therefore. 
not recommended. No patients were made worse by 
sympathectomy. It is suggested that future efforts to 
improve the results of sympathectomy should be directed 
toward interrupting the accessory pathways along with 
the trunk. 
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INCREASING THE AWARENESS OF OCCUPATIONAL 
MEDICINE IN A MEDICAL CENTER 


CHAIRMAN’S ADDRESS 


Jean Spencer Felton, M.D., Oklahoma City 


Although Oklahoma is basically a state with an agricul- 
tural economy, it has demonstrated an accelerated in- 
dustrialization that has superimposed a widened spectrum 
of manufacturing, trade, and service organizations onto 
its indigenous petroleum enterprises. In the years after 
World War II, an increase in industrial payrolls from 
$1,839,000,000 to $2,677,000,000 has been viewed, ac- 
companied interestingly enough by a decrease in farm 
workers of about 23,000." Paralleling this knowledge has 
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been the recognition of the goal patterns of the graduates 
of the University of Oklahoma school of medicine. Within 
the past five years approximately 70% of the students 
completing the medical curriculum have established 
themselves in general practice in this state,’ which in 
nearly all instances is native to them. 


Since it was keenly aware of these developments, the 
curriculum committee of the faculty felt that the uni- 
versity should recognize its responsibilities to both the 
community served by it and to its graduates. Late in 
1952, it was decided that occupational medicine would 
be added to the program in preventive medicine so that 
medical students would be better prepared to solve some 
of the problems that would face them as general prac- 
titioners serving industrial employees. A communication 
from the dean of the school of medicine * read in part: 
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We are in the midst of planning a program to devote more 
attention to industrial medicine, both from a graduate and under- 

duate level. We are hoping to strengthen the Department of 
Preventive Medicine and Public Health in this field by adding 
to the staff a member whose special interest will be in industrial 
medicine. When this member is added to the staff, facilities and 
time will be afforded him to indoctrinate the medical student 
into the principles of industrial medicine and encourage as many 
as possible to participate in this form of medical practice. . 
We do have a large number of small plants and the state is 
becoming industrialized; so, there will be a greater need for 
the practicing physician to be well aware of and acquainted 
with the fundamentals and problems in medical care for the 
small plants. In addition, the graduate program in the Depart- 
ment of Preventive Medicine is being expanded with the possi- 
bility that special courses will be available for the graduate 
training of physicians in industrial medicine. 


In July, 1953, for the first time since the inception of 
medical teaching in 1910, occupational medicine ap- 
peared as a formal course in the bulletin. This was the 
initial step, but it did not predict with exactness the 
ramifying developments that were possible in this state. 
It is the purpose of this paper to describe the events that 
have taken place at the medical center in less than a year 
and to demonstrate to those with either teaching or in- 
dustrial interests that much can result when the aca- 
demic winds blow freely. 


THE TEACHING PROGRAM 

Spearheading the effort in the area of occupational 
medicine was a 22 hour course for senior students that 
was launched for a class that had witnessed many cur- 
ricular changes. This added to the expanding list of 
courses and methods new to a group that was also observ- 
ing a school in the process of creating a full-time clinical 
faculty. To this group, loud in its rendering of individual 
or mass approval or disapproval, a series of didactic lec- 
tures was given, highlighted by numerous visual aids, and 
ranging in subject content from the dusted lung of the 
miner to the hypoxia of the high altitude flyer. Coupled 
with this was a two day visit to an industrial plant for gen- 
eral survey purposes, made by three teams of four stu- 
dents each. Most of the final lecture hour of the course 
was devoted to a written critique of the program. The 
comments were solicited to aid in reformulating the 
methods and materials for the ensuing year. Second year 
students were given six hours of a general orientation in 
occupational medicine as part of the course “Principles 
of Epidemiology.” During this time, the General Motors 
film “Doctor in Industry” was shown, and a day in the 
life of an industrial physician was outlined with the time 
and case recording techniques of a contemporary tele- 
vision show. Other teaching and learning situations have 
been developed, which will be described later. 


THE HEALTH SERVICE OF THE UNIVERSITY HOSPITALS 

Concomitant with the introduction of the course ma- 
terial was the redesign, philosophically and physically, of 
the health service, a unit rendering a service to 1,200 
employees, 400 medical students, and 200 student 
nurses, plus clinical technology students, graduate stu- 
dents, x-ray technician students, and dietetic interns. 
Basically such a unit is an industrial health service, but, 
because of the hospital setting and apparent lack of typi- 
cal industrial employees, it was differently conceived and 
entered little into the commonly accepted areas of inter- 
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est, such as impaired interpersonal relations, studies of 
personnel turnover, or capacity classification of em- 
ployees. The problems attendant on group living are just 
as manifest against this professional backdrop as they 
are in any manufacturing, sales, service, or research 
scene; however, these problems were as much in need of 
identification and labeling as impairments in industrial 
health were in need of resolution. The similarity between 
this kind of service and the service rendered by the medi- 
cal department of a plant was not generally recognized 
because of the rare contact of most hospital personnel 
with either industry or industrial health practices. This 
lacuna in thinking will be filled by recent deliberations 
between representatives of the American Medical Asso- 
ciation and the American Hospital Association who met 
to discuss minimum standards of such services for hos- 
pital employees, to be made available to all hospitals. 

Prior to redirecting the health service toward this ob- 
jective of group medical surveillance, opinions were 
sought from many of the medical center staff members as 
to their concept of an ideal health service. Specific policies 
were formulated from these opinions and the opinions of 
an advisory committee composed of representatives from 
all student and employee segments. These policies were 
then presented in manual form available to all workers. 
Meetings were also held with employee groups to explain 
the new policies and answer questions relative to changes. 
These sessions permitted a close-at-hand meeting with 
the new director of the health service in an atmosphere 
of warmth, welcome, and group participation. Before the 
introduction of a new activity—a chest survey as an ex- 
ample—meetings were held to permit the maximum of 
communication, clarification, and orientation. New fea- 
tures of the service include case-finding methods (vision 
testing, audiometry, chest surveys), an immunization 
program for employees and one for students that is more 
extensive because of the age and patient-contact factors, 
a counseling service, a machine records system for statis- 
tical tabulation, and a more complete clinical record 
documentation. 

The counseling service has been particularly gratify- 
ing, for in a four month period the health service referred 
35 persons to an internist with a psychological and pre- 
ventive medicine orientation. These included 13 medical 
students, 4 student nurses, 2 graduate students, and 16 
employees. The complaints were diverse, and the inter- 


‘views were both diagnostic and therapeutic. Of the stu- 


dents referred, 13 believed that their problems were inter- 
fering actively with their schoolwork. Although the ma- 
jority were seen only on one or two occasions, 10 of this 
group felt that their work had improved materially as a 
result of the discussions. Interpreting failure in school as 
symptomatic behavior, other students will be referred as 
indications arise, in order to increase their capacity to 
assimilate the new material of medical or nurses training 
schools. 

Group discussion is another technique that has been 
explored with four classes of affiliate nurses. Many of the 
pediatrics students affiliating at the university hospitals 
showed psychosomatic difficulties during their visits to 
the health service, such as gastrointestinal upsets, tension 
headaches, aggravation of latent acne and other derma- 
toses. While seeking causal relations, certain stress situa- 
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tions were encountered, and in cooperation with an en- 
thusiastic nursing faculty, initial orientation meetings 
were held with new students, exploring the process to 
be undergone to correct the difficulties of previous affilia- 
tion periods. At the 6 week point in the 13 week program, 
Operation Midway, an informal session solely for the 
airing of opinions, was held at the home of one of the 
instructors. The students, in sessions about two and a 
half hours in length, talked freely and were encouraged 
to aid in planning future curricular changes. With these 
opportunities for self-expression offered them, the stu- 
dents have finished their affiliation with warm feelings 
toward the hospital and have influenced favorably other 
students following them. Industrial medicine is a field of 
diversity, and the unskewing of impaired interpersonal 
relations curves is well within its domain of concern. 

It is in this new facility that teaching has begun for 
small groups of senior students, who have the opportunity 
of examining both new and old employees, rendering 
emergency ambulatory care for minor medical conditions 
appearing at work, and reckoning with the methods of 
placement and utilization of the physically handicapped. 
The university hospitals have employed many workers 
with deviant organic or body changes, such as the ampu- 
tees, those with orthopedic defects, and persons with 
severe visual and auditory limitations. The blind operator 
of the snack bar in the students’ lounge is an outstanding 
daily example of the premise that almost everyone can 
work. It is this kind of person, well yet with static dis- 
abilities, who offers a different learning experience from 
that undergone in the clinic, where it is the sick patient 
who is studied. Plans are under way to assign student 
nurses to positions in the health service where their 
knowledge of certain fundamentals of industrial as well 
as Office practice may be increased. It is here they will 
learn the responsibility carried by the nurse in industry, 
her need for decisive action, and the techniques used in 
health counseling. 


POSTGRADUATE COURSES 

The school of medicine, through its postgraduate 
office, offers many courses in various medical specialties 
throughout the academic year, as well as conferences for 
general practitioners and special lectures by visiting pro- 
fessional dignitaries. Included this year was the first an- 
nual Workshop in Industrial Nursing and a postgraduate 
symposium in industrial medicine. Sponsors for the work- 
shop included the Oklahoma State Department of Health, 
Douglas Aircraft Corporation, the Industrial Nursing 
Section of the Oklahoma State Nurses Association, and 
the university. Sponsoring the industrial medical course 
with the university was the Liberty Mutual Insurance 
Company. The Oklahoma Academy of General Practice 
granted credit to its members who attended. An extremely 
desirable end-product accruing from these meetings was 
the formation of interested cohesive groups that can aid 
in planning for, and participating in, future forums for 
mutual professional gain and growth. 


COOPERATIVE ACTIVITIES 

Somewhat new to state services has been the coopera- 
tive program developed between the school of medicine 
and the state department of health. Since there is no phy- 
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sician in the state organization serving in industria) 
hygiene, the university offers consultant medical service, 
to industry, along with those of the industrial hygienig 
in the state department. This has permitted the rendering 
of a joint service. Its establishment was announced ty 
industries throughout Oklahoma by a letter that carrieq 
the signatures of the dean of the school of medicine anq 
the state commissioner of health. The communication 
went to both industrial and individual members of the 
Associated Industries of Oklahoma. The mailing list of 
that office is also used for the distribution of pertinent 
announcements of industrial health activities. The list ip- 
cludes the home offices of many organizations based ip 
adjoining states that have branches or manufacturing 
installations within Oklahoma. 

Of greater value than the dual consultant service itself 
during these developmental phases have been the tours 
of state industries, which have provided a knowledge of 
local processes and an acquaintance with the managerial 
personnel. There are many within-state plants of national 
corporations (such as aircraft, petroleum, electric prod- 
ucts, tires, and glass industries), and these installations, 
as well as home-owned industries, have been extremely 
cooperative in familiarizing me with their industrial proc- 
esses. They have also provided teaching materials in the 
form of samples of raw materials, intermediates, or fin- 
ished products, photographs, data, and similar supplies. 
This early liaison with industry has been invaluable, for 
it has allowed the execution of a teaching philosophy not 
otherwise possible. It is the belief that the young medical 
graduate in this state should know the Oklahoma indus- 
tries, their products, their potential hazards, and their 
problems, rather than those of plants in such manufac- 
turing and fabricating areas as Pittsburgh, Detroit, New 
England, or California. It will be the workers of these 
home industries who will comprise his clientele, so it 
seems only logical to tailor the teaching to the local situ- 
ation. A broad representation of all processes permits 
this kind of orientation; Oklahoma is not limited indus- 
trially to oil. When other activities in manufacturing de- 
velop, such as petrochemicals, this material will be in- 
cluded in the curriculum in occupational medicine. 

Through the division of chronic diseases of the Okla- 
homa state department of health, an initial effort at a 
service to small plants has been started. The health officer 
of one of the northern counties believed that his office 
should render a service to the 125 small plants within his 
area of coverage and sought consultation on methods that 
might be explored. A review showed that some of the 
industries were having preplacement physical examina- 
tions performed by local physicians under contractual 
agreements, and industrial injuries were being cared for 
by direct referral. Two large industries are located in the 
county seat, one with a complete medical department and 
one with but a single nurse on duty. These were not in- 
cluded in the planning. The first program considered was 
that of a multitest battery consisting of the usual elements 
comprising such a screening, to be offered to small i- 
dustries. I met with the county health officer and a com- 
mittee of four from the county medical society, and 
the program was outlined. This was ished after 
a preliminary meeting between the society and the health 


officer. As a follow-up, the committee reported its recom-, 
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mendations to the society, the program was approved by 
vote, and, after local managements and trade unions are 
apprised of the plans, the testing will go into effect with 
instruments provided by the state, services by the county, 
and interpretations by the local physicians. Reports of 
fndings will go to the private practitioners indicated by 
the employees at the time of their testing. Of special value 
has been a consultant relationship with a 20,000 em- 
ployee aircraft overhaul base that has an industrial med- 
icine service staffed by five physicians and many indus- 
trial nurses. This plant has been used for field trips for 
students because the industrial hygiene engineering con- 
trol methods for a variety of hazardous work exposures 
have been excellent and show very well the concept that 
even the most toxic materials can be controlled to pro- 
vide a safe working environment. 


WORK EVALUATION SERVICE 


Programs of interest that have been initiated con- 
comitantly with these other activities include the creation 
of a work evaluation service. Each month in Oklahoma, 
large sums of money in the form of welfare checks go to 
cients of the department of public welfare, either as aid 
to dependent children or as aid to the disabled. As re- 
cipients of assistance continue to draw these benefits, new 
clients are applying for inclusion in the rolls. In the past, 
amedical review team of the department of public wel- 
fare has had physical examinations performed on these 
persons for estimates of physical disability and within the 
several months just past has had comparable studies car- 
ried out by the university hospitals on diagnostically com- 
plex patients. These persons have provided excellent 
teaching material and have revealed interesting sociologic 
factors relating to their motivation toward work. Physical 
examinations, and psychological examinations when indi- 
cated, have been performed, and opinions have been 
rendered not only as to whether a physical disability pre- 
cluding work exists but also, if the patient is disabled, as 
to the kinds of jobs he could fill. Recommendations have 
been made relative to rehabilitation measures indicated 
with certain clients. At the moment of writing, plans are 
under way for the establishment of similar evaluation 
services for patients in need of rehabilitation. This will 
utilize the team review concept, and patients referred to 
the service will be studied by an internist, a social worker, 
a clinical psychologist, a physiatrist, a vocational coun- 
slor, and such medical specialists as may be indicated by 
the primary disabling condition. The team will deter- 
mine feasibility for rehabilitation and recommend one or 
more kinds of therapy for the patient: surgical interven- 
tion, physical medicine, inpatient care at the rehabilita- 
tion center, fitting of sensory or prosthetic devices, psy- 
chotherapy to increase motivation, development of 


xlf-maintenance or vocational training solely. The. 


sources of referral to this service will be private phy- 
sicians, workmen’s compensation insurance underwrit- 
ts, the state office of vocational rehabilitation, the crip- 
pled children’s commission (upper age group only), 
dinics, and union welfare. groups. Extrapolating this 
service farther into the future, one sees a work classi- 
fication unit for patients with cardiac disorders and a 
strvice to consider rehabilitation of persons now in the 
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state’s institutions. Activities associated with these in 
rehabilitation have included participation in the work of 
the governor’s confmittee to further employment of the 
handicapped and in the board of directors of the Okla- 
homa chapter of the National Rehabilitation Associa- 
tion. Final plans are now being made for a close medical 
supervisory relationship with the rehabilitation center 
in Okmulgee, which is a portion of the Oklahoma Agri- 
cultural and Mechanical College Technical Training 
Center. This center has some 60 patients undergoing 
rehabilitation, many of whom are also receiving voca- 
tional training in one of the 35 trades offered by the 
center, where about 900 students are enrolled—students 
who are in training unaffiliated with the rehabilitation 
function. The center will also provide an excellent learn- 
ing experience for medical students, student nurses, and 
students from the school of physiotherapy. 


COMMUNITY ORIENTATION 


That the philosophy and principles of industrial medi- 
cal practice can be extended to the community has been 
evidenced by a series of talks given to organizations 
throughout the state. In nine months, talks covering such 
topics as “Mental Health in Industry,” “Communication 
in Industry,” “Industrial Medicine Comes of Age,” 
“Worry at Work,” and “Industrial Medicine and the 
Woman at Work” have been given to organizations cover- 
ing activities ranging from safety to nursing, engineering, 
church work, rehabilitation, and medicine. These presen- 
tations were separate from meetings with departmental 
groups within the medical center itself. Currently in the 
planning stage are similar undertakings through manage- 
ment and personnel groups in Oklahoma. A rare service, 
for which those of us in this new field in our state are 
deeply grateful, has been the press coverage given these 
undertakings by the Daily Oklahoman, the Oklahoma 
City Times, and other newspapers in the state. New con- 
cepts, developments in health-at-work coverage, employ- 
ment of the aged worker, and the psychological factors 
in accidents have all been given good factual review by 
interested reporters. Running simultaneously with these 
releases have been television and radio newscast items 
that attempt to broaden the audience’s knowledge of oc- 
cupational medicine. As any field glamorizes itself 
through use of contemporary publicity techniques, so 
does industrial medicine. The University of Oklahoma 
school of medicine cooperated with a local television sta- 
tion in presenting a series of 15-minute morning shows 
for women viewers. In this series, offered by the women’s 
program director, such topics as infection, medication 
for children, and the menopause were covered. One show 
was devoted to women in industry. Here, with technical 
advice offered by the school, the story of the woman at 
work was told, replete with a discussion of the industrial 
physician’s role, fringe benefits, preplacement physical 
examinations, and immunization programs. 

A research program in industrial medicine has just 
been started. Problems under investigation include occu- 
pational noise, industrial dermatoses, methods of improv- 
ing physician-patient communication, occupational fac- 
tors present among welfare recipients, and the scope of 
industrial medical practice among general practitioners. 
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These and other problems will be pursued with the goal 
in view of establishing eventually a direct research service 


to industry. Cities 


Given a community readiness and aided by a concur- 
rent orientation and good communication, industrial 
health practices can be introduced comfortably and can 
result in forming a group of industries, universities, and 
health departments interested in paving a better road to 
worker health. A university medical center can serve a 
state as a focal point for the development of techniques 
and practices in industrial health, as a forum for the inter- 
change of ideas among interested personnel, and as a re- 
search area for problems relating specifically to the sur- 
rounding industries. It is possible through an active 
program of community orientation to have industrial 
medicine accepted as a necessary service by the private 
consultant to industry, the employer, the rehabilitation 
worker, the nurse, the civil servant, and the student in 
medicine and its auxiliary branches. 
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SUMMARY 

The introduction of industrial medicine to the school 
of medicine curriculum took place in July, 1953, with 
formal courses for second and fourth year students, |p 
keeping with industrial health methods, the health sery. 
ice of the university hospitals was redesigned to rendey 
a preventive medical service to the students and em. 
ployees of the medical center. A cooperative program 
was developed with the Oklahoma state department of 
health whereby both medical and engineering consultant 
services in industrial hygiene could be offered to the in. 
dustries of the state. Work evaluation services for the 
department of public welfare were initiated to aid in the 
determination of physical disability among recipients of 
welfare funds. Community orientation to ways and means 
in occupational health was effected through public ad. 
dresses to various organizations on phases of work medi- 
cine and through press and newscast coverage. 


801 N.E. 13th St. (4). 





IMPORTANCE OF THE COSTOCHONDRAL SYNDROME 


IN EVALUATION 


OF CHEST PAIN 


REPORT OF SIXTY-TWO CASES 


Eugene H. Benson, M.D. 


Donald C. Zavala, M.D., El Centro, Calif. 


Over the past several years we have seen many pa- 
tients whose chest pains definitely originated in the costo- 
chondral junctions. On research reading we found little 
relating to the subject. Furthermore it appeared that 
most physicians are unaware of the frequency of the con- 
dition. We therefore felt justified in making a syste- 
matic study of this syndrome and in collecting pertinent 
medical reports; our findings are herein recorded. In the 
typical patient there are five characteristic features: (1) 
pain in the chest; (2) tenderness with or without swelling 
of one or more of the costochondral junctions, often asso- 
ciated with tenderness over the corresponding costo- 
thoracic joints; (3) history of injury or of unusual stress 
- to the chest wall; (4) a high incidence of anxiety induced 
by pain in the chest; and (5) improvement after anxiety 
is alleviated and the chest is protected from injury and 
stress. To get some notion of the frequency of this syn- 
drome we studied in detail all patients examined in the 
office between the first of July, 1952, and the first of 
July, 1953. We found the characteristic syndrome in 62 
out of 2,131 patients, an incidence of 2.3%. Eight other 
persons had costochondral tenderness but lacked other 
manifestations of the syndrome. 


METHOD OF STUDY 

We included all office patients who were examined 
during the 12 month period, and every examination in- 
cluded specific investigation of the costochrondal junc- 
tions. The patient was examined in the recumbent posi- 
tion. We used moderate finger pressure over the junc- 
tions. An effort was made to avoid subjective bias by 





exerting even more pressure over junctions that were 
not the site of pain. In women the breasts were retracted 
to prevent pain from pressure over glandular tissue. In 
all patients who had costochrondal tenderness or pain 
the intercostal spaces were explored for nerve tender- 
ness. We examined the costothoracic joints by making 
deep pressure with the thumb paraspinally. In this ex- 
amination the patient sat on the end of the table, bent 
slightly forward. In taking the history we included a close 
evaluation of any chest injury and went into detail con- 
cerning the effect of body motion or body position in 
either increasing or decreasing the pain. For all patients 
with chest pain, electrocardiograms, chest roentgeno- 
grams, Kahn and Kline tests, and complete blood counts 
and urinalyses were made. For many, but not all, roent- 
genograms of the spine were also obtained. We also at- 
tempted to classify all patients as to posture and somato- 
type. In treatment our efforts were directed toward relief 
of stresses affecting the chest wall. If cough was present 
it was treated. Exercises designed to strengthen the up- 
per back, currently used at the Mayo Clinic, were em- 
ployed to improve posture. We have selected three repre- 
sentative cases for detailed reports. 


REPORT OF CASES 


Case 1.—A 38-year-old housewife came into the office com- 
plaining of chest pain. She was afraid it might be due to tuber- 
culosis. One month previously a cold and a cough had developed. 
The cough was still bothering her considerably. Five days before 
coming to the office she had noticed pain in her right upper chest. 
Two days after noting this pain she had had trouble with a floor 
furnace, and after a long, awkward reach into its depths her 
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pains had become more intense. We gave her a complete 
examination. She was 63 in. (160.02 cm.) tall and weighed 1 18.5 
ib. (53.75 kg.). She was of ectomorphic build and slightly 
sooped. The only abnormal physical findings were tenderness 
over the third, fourth, and fifth costochondral junctions on both 
sides of the sternum and an associated tenderness over the third 
and fourth costovertebral joints bilaterally. Routine blood and 
urine studies and sedimentation rate were normal. A chest 
roentgenogram showed no abnormalities. We made the diagnosis 
of a costochondral syndrome, reassured the patient, and gave 
her upper back exercises. Since the cough was subsiding we did 
not give antibiotic therapy. In the next few days, as the cough 
disappeared, the chest pains ceased. There was a mild recurrence 
of pain 10 months later after the patient swept the cobwebs 
from a storeroom ceiling. She gave up the unusual activity and 
had no more difficulty. 

CasE 2.—A 27-year-old rancher complained of heart trouble 
that gave him severe pains in his left lower chest. Five years 
previously he had fallen from a horse and landed on the front 
of his chest. At that time he understood the physician to say 
that his heart was “flopping around in blood.” Since then he had 
suffered frequent pains beneath his left lower ribs. His heart on 
these occasions felt “squeezed,” and he had difficulty in getting 
his breath. The attacks had become more frequent until now he 
was almost unable to work. On examination we found that his 
weight was 182 Ib. (82.6 kg.), his height 72 in. (182.88 cm.), and 
his posture good. He was of a mesomorphic somatotype. There 
were no abnormal physical findings except definite tenderness 
over the left fifth and sixth costochondral junctions. Laboratory 
studies, including chest roentgenogram, electrocardiogram, and 
upper gastrointestinal study, showed no abnormalities. We made 
the diagnosis of a costochondral syndrome. The patient was 
given reassurance, which had to be repeated two or three times, 
and was told to take upper back exercises. Sixteen months later 
he reported that he had had no more attacks and that he had 
been working full time since shortly after the above consultation. 

CasE 3.—A 53-year-old housewife came to the office com- 
plaining of upper left chest pain and heart disease. She stated 
that her trouble had begun abruptly 11 months previously, while 
she was carrying a year-old baby in her arms. At that time her 
chest had begun to hurt and she had suffered an “unconscious 
spell.” She believed that her illness was diagnosed as heart dis- 
ease. Since then she had suffered an increasing number of similar 
attacks and had to stay in bed to avoid them. Even drying dishes 
brought on her pain, and it was hard for her to turn in bed 
without added distress. Shortly after her first visit, we saw her 
at home in one of her attacks. The “unconscious spell” was 
obviously hyperventilation. We performed a complete physical 
examination. The patient was 66 in. (167.64 cm.) tall and 
weighed 175 Ib. (79.4 kg.). Her posture was poor; we classified 
her as ectomorphic, with obesity. Aside from a grade 2 cystocele, 
the only abnormal findings were extreme tenderness of all costo- 
chondral junctions from the first to the fifth on both sides of 
the sternum and tenderness over the corresponding costoverte- 
bral joints. All laboratory studies gave normal findings, including 
an electrocardiogram and a chest roentgenogram. We made a 
tentative diagnosis of costochondral syndrome, placed the 
patient on a reducing diet, recommended the use of a bed board, 
and prescribed a course of exercises. Firm reassurance was given 
relative to her heart. On this program she rapidly resumed her 
duties, and when last seen four months later she was working 
full time and continuing her back exercises. On this last visit we 
found no costochondral tenderness but did find slight costo- 
vertebral tenderness over the first, second, and third left costo- 
vertebral joints. 

HISTORICAL REVIEW 


We have examined medical writings in detail for ma- 
terial pertinent to this problem. We discovered 12 papers 
under the heading of Tietze’s disease or costal chon- 
dritis, with a total of 64 case reports. Tietze’s original 
paper appeared in 1921.’ He described five patients with 
painful nonsuppurative swelling of one or more upper 
costochondral cartilages. He thought the trouble might 
be caused by malnutrition, though there was no clear 
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proof that this was a fact. Neither Tietze nor later writers 
found tuberculosis, syphilis, or other infections. Biopsies 
of the affected cartilages revealed normal structures, or 
only mild nonspecific alterations. There has been much 
speculation on.the nature of Tietze’s disease. Davies- 
Colley (1927)? thought the trouble might be due to 
pectoral muscle pull. Gill, Jones, and Pollak (1942),* 
Geddes (1945),* and Deane (1951)° noted an associa- 
tion with respiratory infection. Motulsky and Rohn 
(1953)* reported two cases with concomitant Hodg- 
kin’s disease. Leger and Moinnereau (1950)" observed 
that patients with this kind of pain often had a morbid 
fear of cancer of the breast. Froelich and Kuettner 
(1922),* Harttung (1923) ,® Satani and Fujii (1937),*° 
Wrench (1943), and Acharya (1944)*? reported addi- 
tional cases. The problem of the costochondral syndrome 
appears to be separate from that of the radicular spread 
of pain due to nerve root compression in osteoarthritis, 
as described by Gunther and Sampson in 1929.1* They 
noted that nerve root pain is sometimes felt in the an- 
terior chest. In 1948 Travell and Rinzler ** reported ex- 
tensive studies on trigger-points over the chest wall pro- 
ducing situations in which somatic chest pain imitates 
cardiac disease. 
COMMENT 


In the light of the normal results of biopsy and the 
clinical course we believe the term costochondral syn- 
drome should be used rather than costochondritis. There 
has been no demonstration of an inflammatory reaction. 
Our studies suggest that the cause is not an infection, 
but a local injury at the costochondral junction that may 
be due to a variety of factors. Thirteen of the 62 patients 
in our study had symptoms following severe coughing. 
Eight patients had direct injury to the chest wall. Twenty- 
one patients had kyphosis or extremely poor posture. 
Forty-three were ectomorphs in whom one might expect 
greater ease of injury because of small bones. Of the 62 
patients 26 had costothoracic tenderness of the same rib 
that was implicated in the costochondral tenderness. 
Our working hypothesis is that the rib is easily strained in 
both its insertions and that the ensuing subluxation read- 
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ily produces a chronic irritation. Apparently chronic sag- 
ging of the head and neck may be as potent an irritant 
to the costochrondral junction as are severe cough and 
direct trauma. 

In our group of cases the left third cartilage was af- 
fected most frequently (43 cases). There was a total im- 
plication of 192 cartilages, 129 on the left and 63 on the 
right. The median age of the patients was 46 years, the 
youngest being 8 and the oldest 76. In every case tender- 
ness was much more apparent than swelling. We found 
concomitant heart disease in only 11 of the patients; 4 
had hypertensive heart disease; 3, rheumatic heart dis- 
ease; 2, coronary artery disease; 1, generalized arterio- 
sclerosis; and 1, thyrotoxic heart disease. Seven patients 
also had rheumatoid arthritis, which gave us difficulty in 
differential diagnosis. It was more difficult to rule out 
rheumatoid spondylitis than angina pectoris. In a few pa- 
tients the results of therapy were helpful in reaching a 
conclusion. Of course we must remember that two condi- 
tions may occur simultaneously. Other diagnostic pitfalls 
include gout, ochronosis, and pyogenic or tubercular in- 
fections of the costochondral cartilages. 

We wish to emphasize the psychological and emotional 
aspects of the costochondral syndrome. Patients with 
pain in the chest are very likely to be frightened by it. Of 
the 62 patients in our study, 2 were fearful of tubercu- 
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losis, 2 were fearful of cancer of the breast, and 41 were 
convinced that they had serious heart disease. When the 
nature of the pain was explained to the patient and he 
fully realized the benign origin of his distress, his relief 
of anxiety was often dramatic. This relief gave rise to 
somatic improvement of such degree that at times it was 
hard for us to assess the value of postural exercises. 


SUMMARY AND CONCLUSIONS 


The costochrondal syndrome is a commonplace dis- 
ease. It is presumably the result of stress or trauma to the 
rib structures, producing an irritation or sensitivity of one 
or more costochrondral junctions. Because of their loca- 
tion, these junctions, when painful, produce a dispropor- 
tionate amount of discomfort and anxiety. Improvement 
follows reassurance and removal of the sources of chest 
trauma, particularly through corrective exercises for poor 
posture. We reviewed medical papers on this subject 
and found no indication that the syndrome is empha- 
sized or recognized as fully as our experience would deem 
warranted. We urge that every patient who has pain in 
his chest be examined for costochondral tenderness. No 
matter how trivial the tenderness may appear to the ex- 
aminer, the patient may easily give it disproportionate 
attention, with resultant crippling emotional reactions. 


239 S. 8th St. (Dr. Benson). 





USE OF SELENIUM SULFIDE SHAMPOO IN SEBORRHEIC DERMATITIS 


Eugene S. Bereston, M.D., Baltimore 


Seborrheic dermatitis of the scalp is one of the com- 
monest dermatoses and has long been considered a 
chronic condition that even when cleared requires further 
preventive therapy to avoid recurrence of the scali- 
ness. For several centuries sulfur had been the drug of 
choice in treating diseases of the sebaceous glands. No 
one has a scientific pharmacological answer as to why 
sulfur is helpful for sebaceous disorders, except that it 
definitely helps the lesions of seborrheic dermatitis to 
disappear. 

Until three years ago sulfur ointments with resorcin 
or salicylic acid were the accepted forms of local treat- 
ment of seborrheic dermatitis of the scalp. Most patients, 
particularly women, strenuously objected to the use of 
greasy ointments in their hair and scalp. Although sulfur 
ointments caused improvement in seborrhea, they were 
often discarded before their full benefit had been ob- 
tained. Preventive therapy with sulfur ointments was 
rarely mentioned by most persons, and the seborrhea 
would recur as soon as therapy was discontinued. Even 





Read before the Section on Dermatology and Syphilology at the 103rd 
Annual Meeting of the American Medical Association, San Francisco, 
June 25, 1954, 

The Selenium Sulfide Shampoo used in this study was furnished by 
the Abbott Laboratories, North Chicago, Ill. , ‘ 

1. Slinger, W. N., and Hubbard, D. M.: Treatment of Seborrheic 
Dermatitis with a Shampoo Containing Selenium Disulfide, A. M. A. 
Arch. Dermat. & Syph. 64:41 (July) 1951. Slepyan, A. H.: Selenium 
Disulfide in Treatment of Seborrheic Dermatitis of the Scalp, 
Clinical Notes, ibid. 65: 228 (Feb.) 1952. Sauer, G. C.:° Treatment. of 
Seborrheic Dermatitis (“Dandruff”) with Selenium Sulfide Suspension, 
J. Missouri M. A. 49: 911 (Nov.) 1952. Cirincione, J. L.: The Treatment 
of Seborrheic Dermatitis, New York J. Med. 52: 2109 (Sept., pt. 1) 1952. 


the new so-called greaseless or water-soluble bases did 
not change this problem. The use of oily scalp lotions was 
nearly as disagreeable. 

Mendeleev’s periodic table of elements lists an ele- 
ment, selenium, similar to sulfur in physical and chem- 
ical properties. Selenium has long been thought of as a 
toxic drug, particularly if taken internally. However, sev- 
eral enterprising workers, Slinger and Hubbard’ and 
Slepyan, felt that selenium could perhaps be used topi- 
cally and, since it was close to sulfur in the periodic table 
of elements, perhaps it would have therapeutic effects 
similar to those of sulfur. Toxicity studies determined 
that when used as a 5 to 10 minute shampoo on the scalp 
very little absorption of selenium as the sulfide was ob- 
tained. When ointments of selenium sulfide were used 
on the scalp or skin some absorption of selenium did oc- 
cur, as observed in the blood level. Today the drug is used 
only as a shampoo. Concentrations of 2.5% sulfide were 
found to be the best form of selenium for local use, with 
the maximum of therapeutic effect and the least absorp- 
tion. It is sold under the trade name of Selsun suspension 
only as a prescription item, since it would be a toxic drug 
if imbibed. It has been used on thousands of persons in 
the past few years with remarkable success. 


TECHNIQUE OF USE 
The patient is advised to wash the scalp weekly with 
any soap or a regular shampoo and to rinse thoroughly. 
Then, when the hair is still wet, two teaspoons of selenium 
sulfide suspension are applied and thoroughly massaged 
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into the scalp. A foamy lather results shortly thereafter, 
which should be left on the scalp for five minutes before 
being washed off. Within a few weeks remarkable im- 
provement of the seborrhea usually takes place. If the 
patient faithfully maintains this weekly ritual the sebor- 
rhea remains under control; if he stops treatment, re- 
lapses usually occur. Previously the longest reported ob- 
servations on the effect of the use of selenium sulfide ex- 
tended over a period of only seven months of observation. 
In this report I wish to relate the results of two years of 
follow-up in 140 patients treated with selenium sulfide. 
There were two principal types of seborrhea treated: 
seborrhea sicca, the dry type of dandruff, and seborrhea 
oleosa, the oily type. There were 145 women and 105 
men evaluated in this series. Of these 250 patients, 140 
were followed for the full two year period by the use of 
phone calls and letters to bring them back for observa- 
tion. The remaining 110 were followed for variable pe- 
riods of time from 1 month to 20 months, and many of 
these were irregular in their use of the compound. The 
140 patients observed were seen usually every week or 
every two weeks for the first three months, then at longer 
intervals thereafter. 

These 140 cases were made up of 85 women and 55 
men, 102 with the dry type of seborrhea and 38 with the 
oily type. Ages varied from 6 to 85. After the first four 
weeks of treatment 94% (96 patients) with seborrhea 
sicca were free of scaling, and 6% (6 patients) were un- 
improved. After one year of weekly treatment, 85% 
(87 patients) were still free of scaling, and at two years 
83% (85 patients) were still clear. At four weeks 82% 
(31 patients) were free of seborrhea oleosa, and 18% 
(7 patients) were unimproved. At one year 82% (31 pa- 
tients) of oily cases were still clear, and at two years 78 % 
(30 patients) were still clear. The best results were in the 
dry types of seborrhea, where 94% remissions were ob- 
served; in the oily type only 82% remissions were ob- 
served. The over-all remission rate for both types was 
89%, with 82% maintaining their remission for two 
years when treatment was continued regularly every 
week. No toxic effects of selenium were observed in this 
entire series, which is what previous studies have indi- 
cated. No one ingested the shampoo, and no sensitiza- 
tion dermatitis was found. This is in contrast to sulfur, 
which is known to occasionally cause sulfur dermatitis. 
Patients were extremely happy with the five minute 
weekly shampoo in contrast to the greasy ointments of 
sulfur and allied drugs, which must be used once or twice 
daily. Of the 110 patients who were not faithful in car- 
rying out the weekly ritual for two years, 48 observed re- 
mission if they shampooed only once every two or three 
weeks, but most others found this inadequate for control 
and relapsed when the weekly routine was not observed. 
This was found in 42 of the remaining 62 patients not 
followed for the full two year period. 


Objections to the use of selenium sulfide were: 1. In 
31% of all the patients the hair and scalp became exces- 
sively oily after three or four weeks of using selenium sul- 
fide shampoo. This was partially corrected by using 
tincture of green soap shampoo previous to the selenium 
sulfide shampoo. However, excessive oiliness is presently 
the chief drawback to the use of selenium sulfide sham- 
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poo. 2. In 19% of the patients with gray hair, their hair 
developed an orange tint after the use of selenium sulfide 
shampoo. This orange tint could be diminished by 
thorough rinsing, but in some sensitive gray-haired 
women this remains a problem yet to be solved. In 1% 
of all patients mild conjunctivitis developed when the 
shampoo went into the eyes, but this cleared in a few 
days in all cases. 

The vast majority of patients observed were very satis- 
fied with the treatment because it was successful and 
simple. It also helped many persons who were refractory 
to treatment with sulfur and other drugs. It can be em- 
ployed safely in persons allergic to sulfur or resorcin. 


SUMMARY AND CONCLUSIONS 

Selenium sulfide shampoo proved to be a safe, non- 
toxic, efficient method of controlling seborrheic derma- 
titis of the scalp in 89% of 140 cases studied for two 
years. Excessive oiliness in 31% of all cases and orange 
tinting of gray hair in 19% of gray-haired persons are 
the only objections to this compound, and these can be 
partially controlled. 

Use of selenium sulfide shampoo must be continued 
on a permanent weekly basis to prevent recurrence of 
seborrhea. It is a vast improvement over older methods 
of daily treatment because it is simple to use, is not 
greasy, and need be applied only for five minutes after 
each weekly shampoo. However, it is not a cure for sebor- 
thea. This shampoo is effective in many instances in 
which other drugs have failed or when sensitivity to sul- 
fur or resorcin exists. 


2406 Eutaw Pi. 





Management of the Neurotic Patient—While patients with 
symptoms of anxiety and those with conversion symptoms 
account for the major proportion of neurotic cases encountered 
in general practice, there is another smaller group, those pa- 
tients with depression accompanied by physical symptoms, which 
may occasionally cause some confusion. Such patients frequently 
appear in medical clinics or private offices in the early stages 
of the disorder, with symptoms referable to the gastrointestinal 
tract. There may be complaints of anorexia, flatulence, nausea, 
and vague abdominal pain or distress. The presence of other 
characteristics of depression should help differentiate the syn- 
drome from organic disease. These are retardation of thought, 
speech and action, the depressed and sometimes fearful mood, 
preoccupation with or attempt at suicide, and self-derogatory or 
self-accusatory attitudes. The importance of prompt and correct 
diagnosis lies in the need for special care where this is indicated 
to protect the patient from self-destructive tendencies. . . . The 
patients should be hospitalized in appropriate institutions or re- 
ferred to a psychiatrist, A responsible member of the family 
should be told of the diagnosis and the need for hospitalization 
or psychiatric referral should be explained. No matter how 
disturbed the patient may be, he should be honestly told what 
is to be done, especially if care in a mental hospital is necessary. 
Trickery or subterfuge is unwarranted and poor therapy. Most 
psychotic patients have sufficient awareness of reality to be grate- 
ful that some one understands the need for their temporary 
control in a secure place. . . . In making referrals, the reasons 
for this step, some description of psychiatric: treatment and, 
if possible, something of the course of his illness should be 
explained to the patient, in order to overcome his fear. Patients 


are not carried out.—A. O. 
Ludwig, M.D., The Management of the Obvious Neurotic 
Patient in Office Practice, Medical Clinics of North America, 
September, 1954. 
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CLINICAL NOTES 








UNUSUAL PERSISTENCE OF HEARTBEAT 
IN A PATIENT RECEIVING OXYGEN 
ONLY BY NASAL CATHETER 


William D. Beamer, M.D., Bala-Cynwyd, Pa. 


Survival from asphyxia due to drowning, asphyxiating 
gases, and other causes is dependent upon the continu- 
ance of the heartbeat during the process of resuscitation. 
The time lapse between complete failure of respiratory 
effort and death has been arbitrarily set at six minutes. 
Ross * has reported that in his experience there has been 
no instance of survival in persons whose breathing had 
ceased 15 minutes or more before artificial respiration 
was begun. Presumably these subjects received no oxy- 
gen during the interval. A relatively new condition arises 
with the use of nerve gases, such as parathion, for insect 
poisons. These agents, through their anticholinesterase 
effect, produce respiratory paralysis earlier than cardiac 
innervation paralysis. Lerner ? recommends that, in case 
of poisoning with any of these gases, artificial respiration 
be maintained as long as there is evidence of life. Forty- 
five minutes of artificial respiration may be required in 
exposed animals.* Dogs have been maintained in respir- 
atory arrest by thiopental (Pentothal) sodium anes- 
thesia for 45 minutes.* The heartbeat appeared strength- 
ened for 20 minutes. After that time it gradually became 
weaker. The animals were kept in a glass case through 
which oxygen was supplied at 12 liters per minute. 


REPORT OF A CASE 


A well-developed and well-nourished white man, aged 46 
years, was admitted to Bryn Mawr Hospital at 10 a. m., Dec. 
9, 1953, in an almost comatose state. The diagnosis of cerebral 
vascular accident (massive brain hemorrhage) was quickly made. 
The patient had been under treatment during the last few years 
for hypertension associated with advanced renal disease. His 
usual blood pressure had been about 230 mm. Hg systolic and 
130 mm. Hg diastolic. At the time of admission, his blood pres- 
sure was 260 mm. Hg systolic and 130 mm. Hg diastolic. He 
quickly lapsed into absolute coma, and at 4:35 p. m. of the same 
day respirations suddenly ceased. Because his heart continued 
to beat, the intern gave artificial respiration for about 10 minutes. 
This -was followed by 10 cc. of nikethamide (Coramine) ad- 
ministered intravenously, without apparent effect. Ever since 
admission the patient had been receiving oxygen via nasal 
catheter at the rate of 14 liters per minute, and this was con- 
tinued until after the heart had finally stopped beating at 7:15 
p. m. During this time, after attempts at artificial respiration 
were abandoned, there was no respiratory action. 

Events between respiratory failure and final cessation of heart- 
beats may be briefly summarized as follows. At 4:35 p. m., 
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respirations ceased completely. The heart was still beating. Th. 
pulse rate was 96 per minute; blood pressure was 230/124 mm, 
Hg. The patient was given artificial respiration for 10 minutes 
Administration of oxygen by nasal catheter was continued at 
14 liters per minute. At 4:45, 10 cc. of nikethamide was given 
intravenously. At 5 p. m., blood pressure was 230/110 and color 
was still good, but there was still no respiratory effort. At 5-25 
blood pressure was 130/88; pulse was 96. At 6 p. m., blood 
pressure was 114/80; color was still good, perhaps Slightly 
flushed. At 6:35, blood pressure was 100/62; the pulse rate was 
still 96. At 7 p. m., blood pressure was 72/52. Color was sijj 
good except for a few scattered cyanotic areas. By 7:10, blood 
pressure had dropped to 36/0, and rhythm was showing irregu- 
larities; cyanosis was spreading. At 7:15, no heartbeat could 
be heard. 


COMMENT 

During inspiration, negative pressure within the tho- 
rax is increased, permitting an increased lumen in the 
vessels filling the pulmonic bed. While less blood reaches 
the left side of the heart at this time, there is an increased 
general venous return. During expiration, the negative 
pressure is diminished and the excess blood is squeezed 
out of the pulmonary bed into the left side of the heart, 
These two opposing effects, together with simultaneous 
alterations in the rate of heartbeat and the arteriolar 
tone, tend to nullify each other to keep the blood pres- 
sure constant. When apnea is complete, none of the 
changes due to respiratory activity occur in the pulmonic 
capillary and venule bed or in the venous pressures, and 
there is no radiation of impulses from the respiratory 
center to the vasomotor center altering arteriolar tone. 
The flow of blood is then dependent on the pressure 
transmitted from the arterial side, and on a fixed neg- 
ative intrathoracic pressure. The good color preserva- 
tion in this patient was undoubtedly due to the excellent 
diffusion of oxygen through the alveoli, with the oxygen 
abundantly supplied through the nasal catheter. Keeping 
the patient’s mouth closed must have aided in maintain- 
ing a high oxygen concentration. Roth and others ‘ found 
no difficulty in maintaining a high alveolar oxygen level 
in their apneic dogs. At the same time they found an 
excessively high alveolar carbon dioxide level, which was 
reduced only after respiratory movements had been 
resumed. It is possible that the slight flushing noted 
about 6 p. m. in the patient may have been due to periph- 
eral vasodilation caused by carbon dioxide accumulation. 
Harris ° states that, in a healthy, adequately oxygenated 
subject, the volume of venous blood return to the right 
side of the heart reaches a critically low level when com- 
plete muscular relaxation has been maintained between 
one and one-half and two and one-half hours. He adds 
that in a patient with pathologically high blood pressure 
this point of depression may be reached after only 30 
minutes of anesthesia. The rapid flow of oxygen in my 
patient possibly created sufficient turbulence to displace 
a portion of the accumulating alveolar carbon dioxide. 


SUMMARY 


A case of cerebral hemorrhage secondary to hyper- 
tension with renal disease was unusual in that the heart 
continued to function for two hours and 40 minutes after 
spontaneous respirations had completely ceased. Oxygen 
was supplied at a rapid rate by nasal catheter during the 
entire time. 

207 Conshohocken State Rd. 
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HYPOTENSIVE ACTION OF 
CHLORPROMAZINE 


Edward L. Rea, M.D. 
James Shea, M.D. 


and 


Joseph F. Fazekas, M.D., Washington, D.C. 


It is generally recognized that chlorpromazine (10- 
[y-diethylaminopropyl ]-2 -chlorophenothiazine hydro- 
chloride) may, in some cases, cause a moderate reduction 
of blood pressure.’ Usually this reduction is not of suf- 
ficient magnitude to cause clinical symptoms, but we 
have previously noted syncope with orthostatic hypoten- 
sion following the administration of the drug.* The inci- 
dence of such a reaction is small. Of more than 300 pa- 
tients who were given chlorpromazine, a reduction in 
blood pressure so marked that they required intensive 
therapy developed in only 7. The present report con- 
cerns these seven patients, all of whom were hospitalized. 


REPORT OF CASES 


CasE 1.—A 58-year-old woman, a known chronic alcoholic, 
was admitted to the hospital because of tremors and hallucina- 
tions. Physical examination disclosed blood pressure of 120/70 
mm. Hg, rectal temperature 99 F, pulse rate 90, respiratory rate 
20, and no evidence of other disease. The patient was given 
100 mg. of chlorpromazine intramuscularly; three hours later 
she was given 100 mg. orally. Twenty minutes after the last dose 
the patient was noted to be sweating profusely and to have a 
pulse rate of 120 per minute and a blood pressure of 60/40 mm. 
Hg. She was placed in the Trendelenburg position, and her blood 
pressure rose to 90/60 mm. Hg but then gradually fell to 60/40 
mm. Hg. Her blood pressure fluctuated between 90/60 mm. Hg 
when she was awake and 50/30 mm. Hg when she slept. The 
patient was given saline solution, to which was added 1 cc. of 
1% phenylephrine (Neo-Synephrine) hydrochloride by slow 
intravenous drip, and her systolic pressure rose to 90/120 mm. 
Hg. After 10 hours her blood pressure stabilized at 105/70 
mm. Hg and thereafter remained within normal limits. The 
patient offered no complaints and could easily be aroused during 
the entire hypotensive episode. Tremors and hallucinations 
rapidly disappeared, and the patient was discharged after three 
days. This case illustrates the development of shock and com- 
plete recovery within a six and one-half hour period after the 
administration of 300 mg. of chlorpromazine. It is difficult to 
determine if the blood pressure fell progressively in this patient 
or if the hypotension was precipitated by the additive effects of 
the drug. 

Cases 2, 3, and 4.—In three patients with delirium tremens, 
who had normal or slightly elevated blood pressures, a typical 
shock syndrome developed after the administration of chlor- 
promazine. Two of the patients received 100 mg. of chlor- 
promazine intramuscularly, while one was given the same dose 
orally. Acute hypotension (blood pressure 45/0 mm. Hg) was 
noted one and one-half hours after oral administration. In the 
two patients receiving the drug intramuscularly acute hypoten- 
sion (blood pressure unobtainable) was not apparent until six 
hours after administration. Intensive measures to combat shock 
were taken immediately, and in all three cases the blood pressure 
gradually returned to normal values. All patients recovered from 
the shock state. One patient, however, died several days later 
with acute renal insufficiency. This complication presumably 
resulted from the hypotension, since there was no previous 
evidence of renal disease. Vascular collapse may frequently be 
the cause of death in patients with delirium tremens. The fact 
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that all three of these patients recovered from their shock would 
suggest that chlorpromazine was either a precipitating or a 
contributing cause of the acute hypotension in these cases. 

Case 5.—A 26-year-old normal male subject was given 25 mg. 
of chlorpromazine intravenously to determine the effects of the 
drug on renal function. Blood pressure fell progressively from 
120/90 to 60/40 mm. Hg within 40 minutes. The patient com- 
plained of dryness of the mouth, yawned frequently, and his 
urine output decreased considerably. He was placed in the 
Trendelenburg position and his lower extremities massaged. His 
blood pressure returned to normal in about 45 minutes and re- 
mained normal. This case demonstrates an unusual sensitivity 
to a relatively small dose of chlorpromazine and the ease with 
which the hypotension may be reversed, provided it is detected 
early. 

Case 6.—An elderly woman was given chlorpromazine, 25 mg. 
orally three times a day, for its tranquilizing effects. Blood pres- 
sure prior to therapy was 200/90 mm. Hg. After two days of 
this therapy, the patient complained of weakness and dizziness 
and appeared to be quite confused. Blood pressure at this time 
was 120/60 mm. Hg. Administration of chlorpromazine was 
discontinued. The following day the blood pressure returned to 
its former level, and the patient became rational and free of 
complaints. The difficulties encountered in this patient may well 
have been due to relative hypotension, since it is recognized that 
signs of cerebral insufficiency may become manifest in patients 
with cerebrovascular disease even at normotensive levels. 

Case 7.—This patient was given chlorpromazine to study its 
effects on the electroencephalogram. She received 200 mg. of 
the drug intravenously within a period of about 20 minutes. 
Her mean arterial pressure prior to injection was 160 mm. Hg, 
and 15 minutes after drug administration it fell to 40 mm. Hg. 
The patient showed characteristic signs of shock and of cerebral 
ischemia. An electroencephalograhic record revealed slowed 
activity and occasional spikes. Shock therapy was immediately 
instituted, and the blood pressure returned to its original level 
within one hour. The patient recovered completely. 


COMMENT 


This report is not intended to discourage the use of 
chlorpromazine but to encourage its more judicious use. 
It could have been anticipated that, with any drug tend- 
ing to produce hypotension, there would be some persons 
who would be potential hypotensive reactors. To our 
knowledge, there is no way of predicting these cases. 
When the drug is irdicated, one should begin with not 
more than 50 mg., and the patient’s blood pressure should - 
be checked within one-half and one hour periods after 
chlorpromazine administration. If there is no change in 
blood pressure or only a moderate fall, the dose may be 
safely continued or increased to 100 mg. if necessary. It 
is unlikely that such patients will show greater falls in 
pressure with this larger dose, although the possibility of 
an additive effect must be kept in mind. The blood pres- 
sure response should be repeatedly checked. If hypoten- 
sion results, i. e., the blood pressure falls below 80/60 
mm. Hg, the patient should be placed in the Trendelen- 
burg position and the elevated lower extremities massaged 
or tightly bandaged. These measures may be followed, 
if necessary, by the administration of fluids, oxygen, and 
the use of vasoconstrictor drugs. 


SUMMARY 

Observations were made on seven patients in whom 
acute hypotension developed after chlorpromazine ad- 
ministration. When hypotension was detected early, it 
was easily reversed. Intensive therapy was required if 
the hypotension persisted. In one patient acute renal in- 
sufficiency subsequently developed, presumably a com- 
plication of the prolgnged hypotension. Since some per- 
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sons may be potential hypotensive reactors, blood pres- 
sure response to chlorpromazine should be determined at 
frequent intervals when the drug is first administered and 
whenever the dose is increased. 


19th and E St., S. E. (3) (Dr. Fazekas). 
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of the American Medical Association for inclusion in New and 
Nonofficial Remedies. A copy of the rules on which the Council 
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Protoveratrines A and B.—Veralba (Pitman-Moore).—Proto- 
veratrines A and B is a mixture of two alkaloids, isolated by 
appropriate means from Veratrum album. The structural for- 
mula of the two alkaloids is not known. 


Actions and Uses.—Protoveratrines A and B exert their pri- 
mary effect on the cardiovascular system by their influence on 
buffer-reflex receptors; with therapeutic doses the mixture in- 
duces vasodilation through effects at those sites. Some investi- 
gators believe that this results in a normal physiological re- 
distribution of blood to all vascular beds, resulting in postural 
hypotension that is less severe and less frequent than with 
ganglionic blocking agents. Comparison of the two components 
of protoveratrine used in experimental animals reveals no quali- 
tative differences in action, but protoveratrine B has about 80% 
of the potency of protoveratrine A. 


Protoveratrines A and B may be useful in the symptomatic 
treatment of essential hypertension, acute or chronic renal hyper- 
tension, malignant hypertension, hypertension associated with 
toxemia of pregnancy, and carcinoma of the adrenal cortex. 
Adequate dosage of the mixture produces a significant decrease 
in the diastolic and systolic blood pressures in most patients. 
This decrease is much more certain after intravenous or intra- 
muscular injection than after oral administration. As with other 
Veratrum alkaloids, response of different patients varies con- 
siderably, and, by the oral route, response of an individual 
patient occasionally varies. 


Because of their powerful hypotensive effect, parenteral in- 
jection of protoveratrines A and B should be reserved chiefly for 
the management of hypertensive crises in which prompt lower- 
ing of the blood pressure and readily controlled dosage are 
essential. The oral route is suitable for the management of mild 
to severe hypertension in some patients. When pronounced im- 
pairment of renal function exists, adequate control of the 
hypertension is unlikely. Because of their hypotensive action, 
protoveratrines A and B may alleviate such symptoms as head- 
ache, insomnia, delirium, dizziness, blurred vision, and nervous- 
ness. Their slowing effect on the heart rate may be followed by 
a reduction in the degree of congestive heart failure when this 
is caused by left ventricular failure associated with hypertension. 
Protoveratrines A and B also reduce hypertensive pulmonary 
edema and lower the elevated blood pressure occasionally en- 
countered with cortisone therapy; they may also be useful in 
controlling convulsions of eclampsia. 

As with other Veratrum alkaloids, overdosage of protovera- 
trines A and B produces disturbing, toxic side-effects, and with 
therapeutic dosage their vasodilator action is regularly accom- 
panied by some cardiac slowing. In approximate order of appear- 
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ance, side-reactions include feeling of warmth or flushing, 
bradycardia, nausea, salivation, vomiting, cardiac arrhythmia, 
excessive hypotension, and circulatory collapse. Occasionally a 
feeling of substernal pain or tightness is experienced. Unless 
bradycardia is severe and associated with arrhythmias, it is not 
necessarily harmful and may be desirable in cases of tachycardia 
with circulatory failure. Severe bradycardia may be overcome by 
an intravenous or intramuscular injection of 0.4 mg. of atropine 
sulfate. Parenteral injection, especially when administered too 
rapidly by the intravenous route, may produce sudden, excessive 
hypotension accompanied by collapse. This can best be treated 
by intramuscular injection of vasopressor drugs such as ephe- 
drine (25 mg.) or phenylephrine (5 mg.). A feeling of warmth 
over the epigastrium, perineum, face, or extremities is commonly 
observed, but this reaction is of minor importance and usually 
not unpleasant; however, gross irregularity of the pulse and 
nausea or vomiting appearing during intravenous administration 
indicate the beginning of overdosage and the need to discontinue 
injection. These signs (particularly nausea that is not previously 
present) serve as a guide to the tolerated dosage. Protoveratrines 
A and B should be employed cautiously in chronic uremia be- 
cause such patients may have difficulty in adjusting to lowered 
blood pressure levels. Caution is also necessary in the presence 
of digitalis intoxication. Protoveratrines A and B are contra- 
indicated in hypotension and high intracranial pressure not 
secondary to hypertension. 


Dosage.—Protoveratrines A and B are administered orally, 
intravenously, or intramuscularly. Since the effective therapeutic 
dose is sometimes close to the dose that produces undesirable 
side-reactions, it is essential to establish carefully each patient's 
optimum dosage schedule. Usually this can be done best if the 
patient is hospitalized. The stabilized resting diastolic and systolic 
blood pressures should be determined prior to initiating therapy. 

For the management of moderate hypertension the usual 
starting oral dose for adults is 0.5 mg. after each meal and at 
bedtime. The blood pressure should be determined two to three 
hours after each dose if the patient is hospitalized. In the am- 
bulatory patient a daily recording of the blood pressure should 
be made two to three hours after the noon or evening dose. If 
the blood pressure is not significantly lowered, each of the four 
doses may be increased 0.2 mg. for the next day. Subsequent 
daily doses may be increased similarly until a satisfactory re- 
sponse is obtained. If nausea, vomiting, or other side-effects 
appear before an effective dosage level is established, the dose 
should be reduced by 0.1 or 0.2 mg., as may be necessary to 
obtain the desired effect just short of the signs of overdosage. 
The average effective dose varies from 0.4 to 1.5 mg. four times 
daily. Shorter or longer intervals may be used; or differential 
doses, such as a larger morning or bedtime dose with smaller 
interim doses, may be more effective in some patients. 


Parenteral injection for the management of hypertensive crises 
should be initiated by the intravenous route according to one 
of the following methods: 


1. An initial dose of 0.06 to 0.1 mg. is slowly administered. 
If no significant decrease in blood pressure occurs, an increment 
of 0.02 mg. may be repeated in four hours; and, if necessary, the 
dose may be increased by the same increment at four hour inter- 
vals until the desired response is obtained. As the optimal re- 
sponse is approached, increments of 0.01 mg. are preferable. 
When toxic signs occur, one or two doses may be omitted and 
therapy recommenced at a lower dose. If a particularly prompt 
effect is necessary, the initial dose may be followed by small 
doses of 0.02 mg. at 15 minute intervals. Maximum response 
usually appears 10 to 30 minutes after intravenous injection. 
Duration of action of a single intravenous dose extends about 
one and one-half to three hours, but cumulative effects may 
result even when injections are spaced at longer intervals. 

2. Slow intravenous infusion may be employed by using 4 
more dilute solution prepared by dissolving 2 mg. of proto- 
veratrines A and B in 200 cc. of either isotonic sodium chloride 
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solution or 5% dextrose to make a concentration of 0.001 mg. 

r cubic centimeter. Infusion of this dilution at the rate of 
3 to 6 cc. every 10 minutes will usually decrease blood pressure 
significantly, and 1 to 3 cc. administered each 10 minutes is the 
approximate maintenance rate. 

3. An alternate method of interrupted injection is use of a 
10 cc. syringe dilution of 0.1 mg. in either isotonic sodium 
chloride solution or 5% dextrose to make a concentration of 
0.01 mg. per cubic centimeter. This dilution is given at the rate 
of 0.5 cc. per minute for eight minutes (total 4 cc.), during which 
time the blood pressure is continuously observed. After an inter- 
val of two minutes the same rate is continued for six more 
minutes (3 cc.; total 7 cc.). After another two minute interval 
the injection is continued at the same rate for an additional six 
minutes, during which time the blood pressure is checked closely 
(total 10 cc., which exhausts the supply in the syringe). The 
injection should be interrupted whenever either the systoiic or 
diastolic pressure falls 20 mm. Hg. Three minutes is allowed 
for stabilization of blood pressure at the new level. If no fall 
results from the first 10 cc., five minutes should elapse; then the 
syringe is refilled with the same dilution, and the previous pro- 
cedure is repeated. The amount required may range from 5 to 
20 cc. or more, but the average effective dose is 8 to 16 cc. 
(0.08 to 0.16 mg.). 

After the stabilization of initial response the effect may be 
maintained by slow intravenous infusion as described under 
paragraph 2. The patient should be under constant observation, 
and the blood pressure should be checked at least every 10 to 
15 minutes. Care should be taken to avoid a period of rapid 
infusion while the rates of flow are adjusted. Some clinicians 
may prefer to use the dilute syringe method instead of continuous 
infusion to maintain the effect of the initial injection, repeating 
that procedure after the blood pressure has returned to a hyper- 
tensive level. 

Intramuscular injection can also be used to maintain the initial 
response to intravenous therapy. The mixture is administered in 
doses of 0.16 to 0.4 mg. every four to eight hours. An alternative 
method is to inject an initial dose of 0.12 mg., taking the blood 
pressure every 15 minutes thereafter. The maximum effect usu- 
ally appears within one to two hours. If the desired response 
does not occur, a dose of 0.16 mg. may be repeated after an 
interval of not less than four hours. This may be followed with 
0.04 mg. increments not oftener than every four hours until 
desired lowering of the blood pressure results. The dose estab- 
lished by this method usually may be repeated if the interval 
between injections is not less than four hours. Six or eight hour 
intervals may also be effective. 


Tests and Standards.— 


Physical Properties: Protoveratrines A and B is a white, odorless, 
slightly bitter, crystalline powder with a strongly sternutatory action, 
m.p. 256-262° (with decomposition). It is freely soluble in chloroform, 


gradually deepens in intensity. 

Prepare a solvent system for paper chromatography by mixing for two 
minutes in a 250 mi. separatory funnel 49.5 ml. of water, 49.5 ml. of 
ethylene dichloride, and 1.0 ml. of acetic acid. Use the aqueous phase 
to saturate the atmosphere of the chromatographic chamber. Place on a 


dichloride phase until the solvent front is about 30 cm. from the origin. 

Air-dry the strip, flood it with sulfuric acid, and ultra 

Violet light: only two blue-green fluorescent bands appear with Rr values 

(tatios of the movement of the bands to the movement of the advancing 

fronts of solvent) of about 0.8 for protoveratrine A and about 0.2 for 
is 


Protoveratrine B. 
ip rotation, {a]25,p, of a 1% solution in pyridine 


Purity Tests: Suspend about 5 mg. of protoveratrines A and B in 5 
of sulfuric acid: no color is produced within one minute (absence 
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certain other veratrum alkaloids and alkamines): a pink color, which 
exhibits a blue-green fluorescence under ultraviolet light, appears in two 
to three minutes and gradually deepens in intensity. 

Dry about 0.5 gm. of protoveratrines A and B, accurately weighed, at 
105° for two hours: the loss in weight does not exceed 1.0%. 

Char about 0.5 gm. of protoveratrines A and B, accurately weighed; 
cool the residue, add 1 mil. of sulfuric acid, heat cautiously until evolu- 
tion of sulfur trioxide ceases, ignite, cool, and weigh: the residue does 
not exceed 0.05%. 


Assay: (Protoveratrines A and B) Dissolve about 3 gm. of protovera- 
trines A and B, accurately weighed, in 12 ml. of chloroform, add 24 ml. 
of ether, and place the mixture in a refrigerator at about 0° for two to 
three hours. Filter the mixture, wash the crystals with two 2 ml. portions 
of cold ether, combine the washings with the original filtrate, air-dry the 
crystals, and weigh. Calculate the amount of material remaining in the 
filtrate. Evaporate the filtrate to dryness in a vacuum at room temperature, 
and add 4 ml. of chloroform and 8 mil. of ether for each gram of alkaloid 
calculated to be present. Again place the mixture in a refrigerator at 
about 0° for two to three hours to allow crystallization. Repeat this 
procedure until a crop of crystals is obtained that melts below 254° (with 
decomposition). Not less than 95.0% of the starting material is in the 
crops of crystals melting at or above 254° (with decomposition). 

Prepare a solvent system for a Craig countercurrent distribution pro- 
cedure by mixing for two minutes in a 1,000 ml. separatory funnel 396 ml. 
of water, 396 ml. of chloroform, and 8 ml. of acetic acid. Use 20 mi., 
accurately measured, of the aqueous phase and 20 ml., accurately 
measured, of the chloroform phase in each step of a 14 step procedure. 
Use 60 ml. separatory funnels numbered zero to 14. Transfer 1 gm. of 
protoveratines A and B, accurately weighed, to funnel zero. Move the 
chloroform phase. After funnel 14 is reached, withdraw to test tubes 
0.1 mi. samples, accurately measured, from each phase from each 
funnel and combine the two samples from each funnel to make 15 
composite samples. Evaporate these samples to dryness in a vacuum at 
room temperature. To each dried sample, and to four 0.5 mg. samples of 
the lot of protoveratrines A and B being examined, add 5 mi. portions 
of sulfuric acid. Allow the tubes to stand for 16 hours at room temper- 
ature, then spectrophotometrically determine the absorbancies in 1 cm. 
cells at 492 mu, using sulfuric acid as a blank. The concentration of 
protoveratrines A and B in the combined aliquots from each funnel 
taken for assay in mg./ml. = (absorbancy of combined sample + average 
absorbancy of four standards) x 5.0. The distribution curve shows two 
peaks, one in funnel 2 and the other in funnels 10 or 11. Take the total 
weight of alkaloid in funnels zero to 5 as protoveratrine B and the total 
weight in funnels 6 to 14 as protoveratrine A. The amount of protovera- 
trine A is not less than 40.0 nor more than 60.0%, and the amount of 
protoveratrine B is not more than 60.0 nor less than 40.0% of the 
amount of protoveratrines A and B used in the distribution procedure. 
The amount of material found in funnel 5 is not more than 3.5%, and 
the total amount of material found in all the funnels is not less than 
95.0 nor more than 105.0% of the amount of protoveratrines A and B 
used in the distribution procedure. 

Transfer to a 125 mi. Erlenmeyer flask about 0.1 gm. of protoveratrines 
A and B, accurately weighed, and dissolve it in 25 ml. of 0.02 N sulfuric 
acid, accurately measured. Titrate the solution with 0.02 N sodium hydrox- 
ide, using bromocresol green T.S. as an indicator. Each milliliter of 0.02 
N acid consumed is equivalent to 0.01604 gm. of protoveratrines A and B. 
The amount of protoveratrines A and B is not less than 98.0 nor more 
than 102.0%. 


Dosage Forms of Protoveratrines A and B 

So.uTions. Physical Properties: The pH of the 0.02% solution is 5.6-6.2. 

Identity Tests: The color developed in the assay for protoveratrines A 
and B serves as an identity test for this substance. 

Assay: (Protoveratrines A and B) Transfer to a 125 ml. glass-stoppered 
Erlenmeyer fiask 50 mi. of chloroform, accurately measured; and add a 
volume of solution, accurately measured, equivalent to about 2 mg. of 
protoveratrines A and B. To a second glass-stoppered flask add 50 mi., 
accurately measured, of a 0.004% solution of standard protoveratrines 
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Assay: (Protoveratrines A and B) Weigh 30 tablets and powder them. 
Transfer to a 125 ml. glass-stoppered Erlenmeyer flask 50 ml. of chloro- 
form, accurately measured; and add an amount of powder, accurately 
weighed, equivalent to about 2 mg. of protoveratrines A and B. To a 
second glass-stoppered flask add 50 ml., accurately measured, of a 0.004% 
solution of standard protoveratrines A and B in chloroform. (The standard 
protoveratrines A and B is obtainable from the manufacturer.) To each 
flask add 10 ml. of diluted ammonia solution and shake them mechanically 
for 30 min. Centrifuge the mixtures in glass-stoppered centrifuge tubes. 
Transfer to test tubes 5 ml., accurately measured, from each chloroform 
phase. To a third tube add 5 ml. of chloroform for a blank. Evaporate 
the chloroform on a steam bath and in a current of hot air. Evenly 
distribute the last portion of chloroform around the bottom of each tube 
by swirling prior to final drying. Cool the tubes in an ice bath for two 
minutes. Remove the tubes from the ice bath, to each tube add 5 ml. 
of 50% (v/v) sulfuric acid (the acid concentration is critical: make up 
enough acid for all the samples to be assayed at one time), and heat on 
a boiling water bath for 10 minutes. Mix the contents of each tube at 
least Once a minute during the heating period. Cool the tubes in an ice 
bath for two minutes and let them stand at room temperature for 30 to 60 
minutes, Filter the solutions through pledgets of glass wool, if necessary. 
Spectrophotometrically determine the absorbancies in 1 cm. cells at 524 
mu, using the contents of the blank tube to zero the instrument. The con- 
centration of protoveratrines A and B in the aliquot taken for assay in 
mcg./ml. = (absorbancy of sample ~ absorbancy of standard) x 40.0, 
when 40.0 is the concentration of standard in mcg./ml. The amount of 
protoveratrines A and B is not less than 90.0 nor more than 100.0% of 
the labeled amount. 

Pitman-Moore Company, Division of Allied Laboratories, Inc., 
Indianapolis. 

Solution Veralba: 10 cc. vials. A solution containing 0.2 mg. 
of protoveratrines A and B in each cubic centimeter. Preserved 
with 0.2% m-cresol. 


Tablets Veralba: 0.2 and 0.5 mg. 


The following abstract of recent nomenclature decisions of the 
Council is authorized for publication. 


R. T. Stormont, M.D., Secretary. 


NEW GENERIC AND BRAND NAMES 
RECOGNIZED BY THE COUNCIL 

The Council collaborates with manufacturers in the selection 
of generic and brand names for marketed drug preparations 
presented for acceptance and also for new products still under 
development or clinical trial. The last report on such names 
appeared in THE JouRNAL, Aug. 28, 1954, page 1581. 

The following abstract lists the generic designation, the 
chemical name, where necessary for information, and the brand 
name or names simultaneously recognized for the stated firms. 
In general a generic name should bear recognizable relation to 
the chemical name and conform as closely as consistent with 
brevity and practicality to existing systems of scientific nomen- 
clature. The chief requirement for a brand name is that it should 
not be therapeutically suggestive. 

The listing of a brand name is not to be construed as indi- 
cating Council acceptance of the product itself. Products 
accepted for inclusion in New and Nonofficial Remedies are 
announced separately. 


ABSORBENT OINTMENT Base for a semisolid vehicle consisting 
of oleaginous materials mixed with emulsifiers but no water: 
Plastibase Hydrophilic (E. R. Squibb & Sons, Division of 
Mathieson Chemical Corporation); Polysorb (E. Fougera & 
Co., Inc.) 


CHLORTETRACYCLINE: Aureomycin (Lederle Laboratories Di- 
vision, American Cyanamid Company) 


DIMETHISOQUIN HYDROCHLORIDE for 1-(8-dimethylaminoethoxy)- 
3-n-butylisoquinoline hydrochloride: Quotane Hydrochloride 
(Smith, Kline & French Laboratories) 


HEPTABARBITAL for cycloheptenylethylbarbituric acid: Medomin 
(Geigy Pharmaceuticals, Division of Geigy Chemical Corpo- 
ration) 


LuTuTRIN for a uterine relaxing factor obtained from the corpus 
luteum of sow ovaries and standardized for potency in terms 
of units of activity on the guinea pig uterus: Lutrexin (Hynson, 
Westcott & Dunning, Inc.) 
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MEPRYLCAINE HYDROCHLORIDE for 2-methyl-2-propylaminopro. 
pyl benzoate hydrochloride: Oracaine Hydrochloride (Mizzy 
Inc.) . 


OLEAGINOUS OINTMENT Base for a semisolid vehicle consistin 
of hydrocarbon or nonhydrocarbon hydrophobic oils aot 
greases: Plastibase (E. R. Squibb & Sons, Division of Mathieson 
Chemical Corporation) 


PHENTYDRONE for 1,2,3,4-tetrahydro-9-fluorenone 


PIPERAZINE TARTRATE: Piperat Tartrate (Lincoln Laboratories 
Inc.) ‘ 


Povipone (formerly PoLyvipone) for polyvinylpyrrolidone: 
Vinisil (Abbott Laboratories) ' 


Sopium LEVOTHYROXINE for L-3,5,3’,5’-tetraiodothyronine 
sodium: Synthroid Sodium (Travenol Laboratories, Inc., Syb. 
sidiary of Baxter Laboratories, Inc.) 


TALBUTAL (formerly BUTALBITAL) for 5-allyl-5-sec-butylbarbi- 
turic acid; Lotusate (Winthrop-Stearns Inc.) 


ViBEsaTE for a polyvinyl plastic composed of copolymers of 
hydroxy-vinyl chloride-acetate and sebacic acid and modified 
maleic rosin ester: Aeroplast (Aeroplast Corporation) 


WateR-MISCIBLE VITAMIN A (formerly WATER-SOLUBLE Vi. 
MIN A): Acon (Endo Products, Inc.) 
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This is the final in a series of three sections of a report on 
sodium-restricted diets, sponsored jointly by the Food and 
Nutrition Board of the National Research Council and the 
Council on Foods and Nutrition, that will appear in Tue 
JourRNaL. The second in the series appeared in THE Journal, 
Nov. 20, 1954. 

JaMEs R. Witson, M.D., Secretary. 


SODIUM-RESTRICTED DIETS 


The Rationale, Complications, and Practical 
Aspects of Their Use 


COMPLICATIONS OF SODIUM RESTRICTION AND 
CONTRAINDICATIONS TO ITS USE 

The Hazard of Compromising Adequate Nutrition.—Diets 
that are severely restricted in sodium may be inadequate 
in other nutrients essential to man, especially protein of 
high biological value or the vitamins of the B complex group, 
but certain other nutrients may also be reduced. Even though 
the intake may be below the allowance set by the National 
Research Council’s Food and Nutrition Board, these reductions 
in nutrient intake may not be of importance if restricted diet 
is not continued for long periods of time. en the diet is 
severely restricted in sodium for long periods, however, as it is 
with the Kempner rice-fruit diet, or when many of the foods 
used are processed to remove sodium, reduction of intake of 
essential nutrients, especially vitamins, may occur.1 The Kemp- 
ner diet is supplemented with vitamins, and deficiency states 
of these vitamins would not be expected. Accurate information 
concerning the extent of depletion because of processing must 
be readily available to physicians considering recommending 
these foods to their patients. Manufacturers of foods from 
which sodium and, concomitantly, other essential nutrients have 
been removed should be urged to state this on their labels, 
indicating the percentage reduction in nutrients. It is then 
incumbent on the physician to assess the nutritional adequacy 





1. Nutritional of Sodium Restriction, report of the 


Implications 
Council on Foods and Nutrition, J. A. M. A. 149: 1317 (Aug. 2) 1952. 
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ofa diet he is prescribing and to supplement it with the deficient 
jutrients, in natural or in pure form, if this is necessary to avoid 
increased sodium intake. 


The “Sodium Depletion Syndrome.”—When sodium is lost 
from the body in excess of water or when water is retained 
without sodium, the serum sodium concentration (normally 
about 136 to 146 mEq. per liter) may fall to low levels (usually 
below 130 mEq. per liter and to 110 mEq. per liter or below), 
and a decrease in urine volume with edema formation and nitro- 
gen retention may occur.? The precise mechanism of production 
of this syndrome is not clear; nevertheless, it is an important 
clinical entity in certain diseases. As noted above, for normal 
persons, sodium restriction is followed by a prompt reduction 
in urinary sodium excretion. Likewise, an increase in water 
ingestion causes diuresis. In this way, under normal cir- 
cumstances, the homeostatic mechanisms prevent water intoxi- 
cation or excessive salt loss. Hot environmental conditions (e. g., 
the tin mines of England, boiler rooms, the hot desert) may lead 
to losses of sodium great enough to result in hyponatremia, 
particularly if the persons so exposed have not become acclima- 
tized.2 The sodium depletion syndrome may be treated by the 
oral or parenteral administration of sodium (usually as salt) in 
suitably concentrated solutions. 

Urinary sodium wastage may occur after severe trauma or 
surgical operation. This loss has been investigated by a number 
of workers, including Moore,* and is thought to be related in 
part to pituitary-adrenal stimulation. Certain patients with 
chronic glomerulonephritis also lose the ability to retain sodium 
normally, and sodium excretion may continue when the intake 
is reduced. Under these conditions of continued sodium excre- 
tion, dietary sodium restriction will rapidly lead to serious body 
sodium depletion. For example, a patient with congestive heart 
failure or hypertension maintained with a diet rigidly restricted 
in sodium might find himself in difficulty were he suddenly 
exposed to the heat of the desert or had he a concomitant 
“sodium-losing” nephritis. latrogenic sodium depletion that may 
be severe enough to lead to the appearance of the sodium 
depletion syndrome may occur in patients who are given 
frequent injections of mercurial diuretics, especially when 
dietary sodium is restricted. Again, this may be rapidly cor- 
rected by the parenteral administration of solutions of sodium 
chloride. 

The possibility that the low-sodium syndrome may occur does 
not contraindicate the use of a sodium-restricted diet. when 
suitable, but it is important that the patients be watched care- 
fully for evidences of sodium depletion. Frequent measurement 
of srrum sodium concentration is desirable before and during 
the first few weeks of a sodium-restricted diet and after a change 
in therapeutic regimen or in environmental conditions. A pro- 
gressively falling serum sodium concentration is reason for care- 
ful reevaluation. Many patients, espsecially those with cirrhosis 
of the liver, have asymptomatic hyponatremia before sodium 
restriction. This does not necessarily contraindicate sodium 
restriction. In fact, some of these patients may exhibit a rise in 
serum sodium concentration during sodium restriction.’ Re- 
peated examination of the patient, with special reference to 
body weight as a measure of edema formation, is also impor- 
lant. When sodium restriction that has been effective becomes 
ineffective and edema formation increases, especially after 
frequent mercurial diuretic administration, the sodium defi- 
ciency syndrome should be suspected, providing there has been 
no indiscretion in the diet. If a sodium deficiency syndrome does 
exist, concentrated saline can be expected to produce a prompt 
diuresis with reversal of azotemia if present. A sodium-restricted 
diet is thus not without danger. As noted earlier, it is the duty 
of the physician to weigh the dangers against the expected 
therapeutic benefits and then proceed with the most suitable 
therapeutic regimen, being mindful at all times of possible 
complications, 

Metabolic Alterations During Sodium Restriction—The evi- 
dence from metabolic studies during sodium. restriction indicates 
that the response varies greatly from disease to disease. Few 





COUNCIL ON FOODS AND NUTRITION 1253 


studies have been made in congestive cardiac failure. Iseri, 
Boyle, and Myers § induced diuresis in seven patients by a diet 
providing 50 mg. sodium daily. During the diuresis, the expected 
urinary loss of sodium and water and marked decrease in extra- 
cellular fluid volume occurred. In addition, a decrease in the 
intracellular volume and intracellular sodium was observed, 
usually with a significant gain of potassium in the intracellular 
compartment. Finally, nitrogen balance in all but one of these 
patients indicated a net cellular gain of 3.7 to 33.9 gm. of nitro- 
gen, presumably used for body protein synthesis. Balance studies 
in patients with cirrhosis of the liver who are forming ascites 
and edema and who are characteristically depleted of protein 
indicate not only that the accumulation of fluid can be halted 
by a sodium-restricted diet but also that a positive nitrogen 
balance will be continued. Thus, sodium restriction does not 
adversely influence their ability to build body protein. Patients 
maintained for months or even a year or more on a 200 mg. 
daily sodium intake often improve their nutrition to the extent 
that evidences of severe undernutrition present at the onset 
disappear entirely.® 

Metabolic studies on patients with hypertension treated with 
the sodium-resiricted diet have revealed a number of changes. 
The most consistent change in renal function has been a 
decrease in the volume of the glomerular filtrate, usually asso- 
ciated with a diminution in the rate of renal blood flow.!° It 
has been suggested that these changes are potentially dangerous, 
perhaps leading to sufficiently reduced renal function to produce 
azotemia or, if mercurial diuretics were used repeatedly, to a 
dangerous ‘loss of electrolytes and the sodium depletion syn- 
drome. In addition to these changes in renal function, nitrogen 
balance may be altered in patients using the rice diet.11 At first, 
because of the low protein intake, there is a negative nitrogen 
balance. This is followed in most instances by nitrogen equi- 
librium at the low intake. There is usually an initial loss of body 
weight. In addition, Dole and co-workers !2 observed that hyper- 
tensive patients given a diet furnishing only 160 mg. (7 mEq.) 
of sodium daily had a reduction in extracellular fluid volume 
and sodium but an increase in cellular hydration. This was 
reversed again when salt administration was instituted. 





2. Peters, J. P.: Water Balance in Health and in Disease, in Duncan, 
G. G.: Diseases of Metabolism: Detailed Methods of Diagnosis and 
Treatment, Philadelphia, W. B. Saunders Company, 1953. 

3. Conn, J. W.: The Mechanism of Acclimatization to Heat, Advances 
Int. Med. 3: 373, 1949, 2 

4. Moore, F. D., and Ball, M. R.: The Metabolic Response to Surgery, 
American Lecture Series, Monograph in American Lectures in Surgery, 
Springfield, Ill., Charles C Thomas, Publisher, 1952. 

5. Darrow, D. C., and Pratt, E. L.: Fluid Therapy: Relation to Tissue 
Composition and the Expenditure of Water and Electrolytes, report of the 
Council on Foods and Nutrition, J.A.M.A. 143:365 (May 27), 432 
(June 3) 1950. 

6. McLester, J. S., and Holley, H. L.: Salt Depletion Syndrome with 
Increasing Edema Occurring During Mercurial Diuretic Therapy, Ann. 
Int. Med. 36: 362, 1952. 

7. Eisenmnenger, W. J.; Ahrens, E. H.; Blondheim, S. H., and Kunkel, 
H. G.: The Effect of Rigid Sodium Restriction in Patients with Cirrhosis 
of the Liver and Ascites, J. Lab. & Clin. Med. 34: 1029, 1949. Gabuzda, 
G. J.; Traeger, H. S., and Davidson, C. S.: Hepatic Cirrhosis: Effects of 
Sodium Chloride Administration and Restriction and of Abdominal 
Paracentesis on Electrolyte and Water Balance, J. Clin. Invest. 33: 780, 
1954. 

8. Iseri, L. T.; Boyle, A. J., and Myers, G. B.: Water and Electrolyte 
Balance During Recovery from Severe Congestive Failure on a 50 
Milligram Sodium Diet, Am. Heart J. 40; 706, 1950. 

9. Davidson, C. S., and Gabuzda, G. J.: Cirrhosis of the Liver: Treat- 
ment of Undernutrition, Hypoalbuminemia, and Hyponatremia by an 
Adequate Diet Restricted in Sodium, to be published. 

10. Dietary Treatment of Hypertension: I. Clinical Studies, Nutrition 
Rev, 9: 70, 1951. 

11. Watkin, D. M.; Froeb, H. F.; Hatch, F. T., and Gutman, A. B.: 
Effects of Diet in Essential : Il. Results with Unmodified 
Kempner Rice Diet in Fifty Hospitalized Patients, Am. J. Med. 9: 441, 
1950. 

12. Dole, V. P., and others: Dietary Treatment of Hypertension: II. 
Sodium Depletion as Related to the Therapeutic Effect, J. Clin. Invest. 
30: 584, 1951. 
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SURGICAL METHODS FOR IMPROVING 
BLOOD SUPPLY TO THE MYOCARDIUM 


Although many laboratory and clinical studies have 
been carried out on the mechanisms of blood flow in the 


normal heart and on the effects of myocardial ischemia, 


Beck and his associates in 1932 first began to attempt 


to find surgical methods of improving the blood supply 


to the heart to compensate for obstruction of coronary 


arteries.' Their work is based on a large amount of well- 
controlled experimentation.’ Other investigators are be- 
ginning to confirm various aspects of this work, although 
at first many were skeptical concerning the approach. 
Now, after a quarter of a century of effort, it has been 
demonstrated beyond reasonable doubt that it is pos- 
sible, by surgical methods, to increase collateral circu- 
lation to a segment of myocardium made ischemic by 
occlusion of a major coronary artery. This additional 


blood makes it possible partially to occlude a major cor- . 


onary artery with a reduction in mortality as well as 
in the size of the infarct. The addition of as little as 1 to 
4 cc. of blood per minute produces protection almost 
beyond expectation. Such small quantities of blood are 
usually not sufficient to provide contractile power to the 
ischemic muscle, but they are effective in the prevention 
of ventricular fibrillation and in the preservation of the 
viability of heart muscle. Within a few days after oc- 
clusion, after the crisis of the occlusion has passed, ad- 
ditional blood comes into the ischemic muscle from 
adjacent areas, and this restores the contractile power 
of the myocardium. 

In establishing these facts the Cleveland investigators 
developed two methods of study that can be used by sur- 
geons and physiologists in further investigating this sub- 
ject. These methods are the coronary artery ligation- 
mortality-infarct method of Beck and the backflow 
method of Mautz and Gregg. Any new idea to improve 
a crippled coronary circulation should be tested by these 
methods before being applied to the human heart. It is 





1. Beck, C. S.; Tichy, V. L., amd Moritz, A. R.: Production of a 
Collateral Circulation to the Heart, Proc. Soc. Exper. Biol. & Med. 32: 
759, 1935. 

2. Beck, C. S.,.and Tichy, V. L.: The Production of a Collateral Cir- 
culation to the Heart: An Experimental Study, Am. Heart J. 10: 849, 
1935. : 

1. Sodium Restricted Diets: The Rationale, Complications, and Prac- 
tical Aspeets of Their Use, National Research Council Publication 325, 
National Academy of Science, Washington, D. C. 
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only by testing various techniques that the most effective 
surgical methods will evolve. After these scientific tests 
have been made then the most effective steps in the oper. 
ation will fall into position im an orderly manner. The 
final test of this work depends on the results obtaineg 
on patients, which at present are promising, as shown in 
the article by Beck and Leihninger (this issue, page 
1226). The results indicate that the protections estab. 
lished in the experimental laboratory, where variables can 
be controlled, are being transferred to the human patient 
in an orderly and acceptable manner. So far there is no 
conflict between the experimental phase and the clinica] 
phase of the work. 

The full evolution of these new concepts concerning 
coronary artery disease will require additional time and 
study. How much time will be required will depend to 
some extent on the resources available. Until sociologists, 
nutritionists, geneticists, and others provide a workable 
formula to reduce the incidence of this disease, the 
vigorous pursuit of what seems to be a proved way of 
modifying its devastating effects should be encouraged. 


SODIUM RESTRICTION 


In this issue of THE JoURNAL and in the two preceding 
issues appear parts of a report on sodium-restricted 
diets prepared by a committee sponsored jointly by the 
Council on Foods and Nutrition and the Food and Nu- 
trition Board of the National Research Council. The 
complete report includes a discussion of the physiology 
of sodium metabolism; the use of sodium-restricted diets 
in disease states; the complications and contraindica- 
tions to sodium restriction; planning sodium-restricted 
diets; the sources of sodium in foods and’ elsewhere, in- 
cluding the effect of cooking on sodium content of foods; 
analytical methods; and salt substitutes. A table of the 
sodium and potassium content of foods includes-all of the 
presently available data. 

The usefulness of sodium restriction in particular dis- 
ease states has been repeatedly referred to, yet many 
physicians have not had the success that they had ex- 
pected. Failure of a new therapeutic measure to fulfill 
expectations after prolonged trial is common and arises 
partly from overenthusiasm of the early proponents. 
With regard to sodium restriction, many of the failures 
can be accounted for by misunderstanding on the part of 
the physician, nurse, dietitian, or patient as to the neces- 
sity for rigid sodium restriction, a lack of knowledge of 
the sources of sodium, and misinformation of the results 
expected. This report and the excerpts published in THE 
JOURNAL should help to clarify the problem and make 
sodium-restricted diets more effective and easier to use. 


The report also stresses the possible complications 
from sodium restriction. There are real hazards, perhaps 
the most important being the “sodium-depletion” or 
“Tow-sodium” syndrome. This and other complications 
can be avoided only by careful handling of the patient, 
by watching for the complications, and, when. necessary, 
by frequent measurement of the serum sodium concet- 
tration. Relatively few complications from sodium fe- 
striction have been reported. Perhaps this is because, 
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owing to lack of information, the extent of sodium re- 
striction was not always as great as prescribed. Now that 
better knowledge of the sodium content of foods is avail- 
able for physicians and dietitians and manufacturers are 
producing foods specifically for sodium-restricted diets, 
the degree of actual sodium restriction may increase and 
more complications may be expected. As long as the pos- 
sible hazards are known and effective preventive medas- 
ures are taken, the dangers from sodium-restricted diets 
should be minimal. Large gaps in our information con- 
cerning the sodium content of foods still exist, particu- 
larly the influence of soil composition on sodium content 
of plant foods and the alterations from processing and 
cooking. The tables in the complete report reveal that 
wide discrepancies exist. 

The Council on Foods and Nutrition has accepted a 
number of foods intended for sodium-restricted diets. 
The use of the Council seal,indicates not that the food is 
suitable for all patients requiring such restriction but 
only that the food is presumed to be wholesome, the ad- 
vertising nutritionally correct, and the label contains a 
statement concerning the sodium content of the food in 
milligrams per 100 gm.(usually in milligrams of sodium 
for an average serving). Some foods specifically proc- 
essed by a manufacturer to remove naturally occurring 
sodium may lose certain other nutrients during manufac- 
ture, specifically the water-soluble vitamins. When this 
is known to be the case, the Council has required that the 
label show a statement to this effect and that, if prolonged 
use of the food as an important item of the diet is con- 
templated, a physician be consulted. Physicians can ob- 
tain either from the label or from accompanying litera- 
ture the vitamin content of these foods. Queries related 
to sodium-restricted diets and particularly about foods 
for such diets may be directed to the Council office. 


TRAFFIC ACCIDENTS ARE PREVENTABLE 


Although the motor car has knit us together as a na- 
tion it has done so at a terrific cost in life, limb, and 
property. The publicity given to mechanical improve- 
ments in motor vehicles and the engineering improve- 
ments in our highways have given drivers the idea that 
they can drive at sustained high speeds with impunity 
despite ample evidence to the contrary.‘ It is true that 
between 1910 and 1950 the fatal accident rate per 
10,000 registered vehicles and the similar rate per 1,000 
miles traveled dropped, but the effect has been over- 
shadowed by the skyrocketing of production and the con- 
sequent enormous increase in miles traveled.*? While 
community, state, and federal taxes levied on toll roads, 
vehicles, motor fuel, and licenses in 1952 was over 6.7 
billion dollars, 250 million dollars was diverted to other 
than highway and traffic purposes. Only about 12 mil- 
lion dollars was spent to educate drivers in public high 
schools, and this reached only about half of those en- 
tolled, despite the fact that it has been shown that high 
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school students who have had behind-the-wheel driver 
training have 50% fewer accidents involving death than 
those who have not had such training. 

It should be obvious by now that new and faster motor 
cars and new and faster highways will not of themselves 
solve the problem; 90% of traffic accidents involve in- 
fractions of regulations. What we need to know is why 
drivers violate the rules. When a statistician says that, 
in 1953, 28% of the fatal traffic accidents were caused 
by excessive speed he has not put his finger on the real 
cause. We must find out why drivers exceed the speed 
limit. Similarily when we are told that 22% of such acci- 
dents were caused by drinking drivers or pedestrians, 
16% by adverse weather conditions, and 12% by poor 
visibility we must learn why a man who drinks will still 
drive and why a driver fails to make allowances for ad- 
verse conditions of the road or visibility. It is most likely 
a combination of thoughtlessness and the illogical but 
almost universal attitude of overoptimism, which makes 
the driver believe that no matter how many fatal acci- 
dents have occurred or will occur on the road, nothing 
is going to happen to him. Unfortunately, research proj- 
ects continue in search of mechanical and highway safe- 
guards to the neglect of pertinent human psychological 
factors. 

Radar research carried on by the New York University 
disclosed that (1) a substantial proportion of drivers 
disregard speed warnings, school zones, and curve warn- 
ings; (2) speeding is most prevalent after midnight; (3) 
motorists are becoming more impatient of congestion, 
traffic lights, or any cause of delay and react by horn 
blowing, taking chances, and bursts of excessive speed 
after passing a congested area as if to make up the time 
lost; and (4) excessive speed is not confined to any de- 
finable group of drivers. 

Constructive steps have been taken here and there 
but not yet on a wide enough scale. Many states have in- 
tensified the enforcement of speed regulations with a 
resulting decrease in accidents. In addition to other 
measures the District of Columbia requires an annual 
inspection of vehicles. Transit and trucking industries 
now investigate the attitudes, social behavior, reaction 
time, and health of persons to be employed as drivers, 
and Colorado now refers persistent violators of traffic 


~ regulations to a psychiatrist. No recommendations for 


safety measures are likely to be written into the law, 
however, unless facts can be cited to prove their effective- 
ness. These require epidemiological studies. 


The measures most needed at present are (1) a reap- 
praisal of traffic control in terms of human psychological 
factors, (2) research into the reasons for the predomi- 
nant attitudes of drivers, (3) universal driver training in 
public and private high schools, and (4) better enforce- 
ment of existing traffic regulations. No vehicle is “safe,” 
and no highway is “safe.” Only our drivers can make 
them so. 





1. Blaisdell, P. H.: The Neglected Element in Highway Safety, Pub. 
Health Rep. 69: 769-772 (Aug.) 1954. 

2. Chapman, A. L.: An Epidemiological Approach to Traffic Safety, 
Pub. Health Rep. @9:'773-775 (Aug.) 1954. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


The eighth general assembly of the World Medical 
Association met in Rome, September 26 to October 2. 
To me as an alternate delegate it was an enlightening and 
profitable experience. The meeting was held in one of 
the buildings of the great modern center of the Exposition 
Universelle Romaine. These buildings formed a striking 
contrast to the glorious background of ancient Rome. 
The arrangements carried out by the national and local 
Italian groups and the hospitality extended to us could 
not have been excelled. All of this was delightful and 
stimulating, but far more significant to me was the impres- 
sion I gained of the importance in a very practical way 
of the World Medical Association to American medicine 
and American physicians. I believe if 


itself with the objectives of social security.” It was fur. 
ther stated that legislation should lay down the principles 
governing the relation between the medical profession 
and social security. These conclusions further proposed 
compulsory arbitration of differences between medicine 
and social security but also provided that in case of 
failure to reach agreement social security authority could 
issue a binding decision. The conclusions also would es- 
tablish the rate of remuneration of physicians, controls of 
therapy, and the geographical distribution of physicians, 
The final conclusion is: “Cooperation of the medical 
profession with the social security institution should take 
the form of participation in joint committees responsible 

for the consideration of the problem of 





this fact were fully recognized by the 
members of our profession in the United 
States there would be such an upsurge 
of interest in the World Medical Asso- 
ciation that membership on the support- 
ing committee would be multiplied many 
times. 

Fundamentally active membership in 
the W. M. A. is needed for a proper un- 
derstanding of what is going on in the 
social field of medicine in other coun- 
tries and in international organizations 
that concern themselves with medicine, 
particularly the World Health Organi- 
zation and the International Social Secu- 
rity Association. In many countries 
the attitude of medicine toward social 
security, its principles, and its integration with medicine 
is quite different from that of the United States. Their 
efforts are largely centered on salvaging such fragments 
of professional control and independence as possible un- 
der a regime that has become so firmly entrenched that 
it is prepared to dictate to the medical profession in 
many matters that we have always felt are primarily of 
medical concern. 

This is best exemplified in a report adopted by the 
International Social Security Association at a meeting 
in Paris, September 7 to 11, 1953. To this report were 
appended 15 conclusions. Certain of these statements 
are particularly worth quoting for the information of 
American physicians since they indicate quite clearly 
the trend of thinking in this international security body. 

After noting that they are conscious of the importance 
of the collaboration of the medical profession, they state: 
“This collaboration necessary to social and medical prog- 
ress is possible only if the medical profession accepts the 
principles on which social security is based and identifies 








common interest to the profession and 
social security.” These are, of course, 
only discussion committees. 

The 15 conclusions are obscurely 
worded and are subject to multiple inter- 
pretations. Before taking positive ac- 
tion, the World Medical Association 
has felt it necessary to ask for clarifica- 
tion and interpretation of these state- 
ments. It has also repeatedly asked for 
a joint discussion conference. So far 
these requests have not been complied 
with. 

I believe it is of vital importance to 
American medicine that we be kept 
fully informed as to social security ac- 
tivities on the international level. Pro- 
posals that are being “whispered in the bedchamber” of 
social security in Washington are being “shouted from 
the housetops” by the International Social Security As- 
sociation. 

The voice and the arm of the World Medical Asso- 
ciation needs to be powerfully strengthened so it can 
adequately meet the sustained pressure from interna- 
tional groups and their American allies. The American 
supporting committee to the World Medical Association 
has been rapidly expanding in number and has given 
substantial aid and support to the W. M. A. Further 
expansion of this committee will be necessary if the 
American viewpoint is to be continually and effectively 
presented by our spokesmen in the World Medical As- 
sociation and through them before other international 
bodies to protect the interests and aims of medicine and 
the medicai profession. 





WALTER B. MarrTIN, M.D. 
Norfolk, Va. 
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ORGANIZATION SECTION 


NEBRASKA STATE MEDICAL ASSOCIATION 


To permit readers of THe Journat to become better 
acquainted with the activities of state medical associations, 
articles describing them will appear from time to time in these 


pages.—ED. 


Amidst a setting of returning Civil War veterans, Indian strife, 
and mushrooming cities along the Missouri River, the Nebraska 
State Medical Association was formed in 1868. Two earlier 
attempts to found a state medical association apparently failed. 
Records show that in 1855 eight physicians were named as the 
original incorporators of the “Nebraska Medical Society,” which 
organization evidently did not continue long. Two years later 
the legislature chartered another “Nebraska Medical Society,” 
but there are no records indicating the fate of this attempt. Then 
in 1868 several Omaha physicians met in the office of Dr. S. D. 
Mercer to discuss the founding of a state medical society, and 
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Headquarters of the Nebraska State Medical Association are maintained 
at 1315 Sharp Building in Lincoln. 


as a result a call was issued to Nebraska physicians for a second 
conference, held in the office of Dr. J. H. Peabody of Omaha. 
Of the 13 attending this meeting, Dr. G. C. Monell of Omaha 
was elected chairman. To this group was added the Rev. Dr. 
Westwood, Omaha, who was chosen the officiating clergyman. 
Pursuant to a resolution that a state medical society should be 
formed, a circular was sent to every member of the Nebraska 
medical profession asking that he attend an organizational con- 
vention in Omaha June 24, 1868. At this convention the 
Nebraska State Medical Association, then called the Nebraska 
State Medical Society, came into being. The first president was 
Dr. Gilbert C. Monell of Omaha. One report during the organi- 
zational convention illustrates vividly the mode of that day. 
Dr. R. C. Moore, Omaha, related his treatment of a patient 
who had been scalped by the Cheyennes near Plum Creek 
Station (now Lexington) on the night of Aug. 6, 1867. The 
Patient, an employee of the Union Pacific Railroad, had had his 
scalp entirely removed from 1 in. over the left eye to the rear 
of the head and had received a severe tomahawk wound 1% in. 
deep at the top of the skull. 


Annual sessions of the Nebraska State Medical Association 
have been held each year since 1868, with an average registra- 
tion in recent years of about 600 physicians. Only 23 attended 
the first convention. In 1870 the first delegate from Nebraska, 
Dr. J. H. Peabody, was sent to the American Medical Associ- 
ation House of Delegates. He later reported: “So little was the 
great state known at that time, the clerk of the convention wrote 
on my admission ticket, ‘Dr. J. H. Peabody of Nebrasky’.” A 
fundamental precept of the first state medical society meeting 
has remained unchanged in the last 82 years, namely, that the 
eligibility for membership in the state association shall be con- 
tingent on membership in the county society. This proposition 
was strongly urged on the American Medical Association, which, 
at its reorganization at the turn of the century, adopted its still 
existent ruling that all membership should originate in the county 
society and that loss of such membership should also mean loss 
of affiliation with the state medical association and the American 
Medical Association. 

One of the most significant historical events of the state 
association was the founding of what ultimately became the 
University of Nebraska College of Medicine at Omaha. In 1875 
Dr. A. S. von Mansfelde of Ashland urged that a medical 
department be formed in the University of Nebraska. A report 
from the convention delegates at the eighth annual meeting 
stated that the necessity for such a department was “in the 
future.” It was agreed, however, “that at such future time as 
shall be mutually agreed upon, we will recommend a faculty for 
said medical college, subject to the approval of the board of 
regents.” Five years later the Omaha Medical College was 
organized through the efforts of Dr. von Mansfelde and several 
other association officers as a private undertaking. Some 20 
years later, in 1902, it became the University of Nebraska 
College of Medicine. 

The wisdom of the early planners of the state medical associ- 
ation is manifest today. At a special session in 1881 the secretary 
proposed that some firm be hired to publish the proceedings of 
the annual meetings. This proposal was defeated at the time 
but was later adopted and followed until 1916, when the 
Nebraska State Medical Journal was established. The journal, 
owned and published by the association, has been served by 
three editors. The late Dr. F. A. Long of Madison, the original 
editor, served until the end of 1937. Dr. Herman M. Jahr, 
Omaha, then became editor and served until March, 1952, when 
he was succeeded by the present incumbent, Dr. George W. 
Covey of Lincoln. 

The Nebraska State Medical Association continued to grow 
and expand its influence. To meet the expanded activities, the 
association voted in 1935 to secure thé services of an executive 
secretary on a full-time basis to administer the affairs of the 
association. Mr. Merrill C. Smith has served in this position since 
Oct. 1, 1935. A headquarters office was established in Lincoln 
in 1938. An expanded eight-point program was adopted in 1949, 
covering public relations, public health and preventive medicine, 
self-disciplinary measures, medical economic research, and post- 
graduate education, as well as other advancements in the field 
of medical economics. As a result of this program, there has 
been established a separate organization known as the Nebraska 
Medical Foundation, Inc., which deals with medical and lay 
education, scholarships, public health surveys, and research. 
The association has also set up a fee schedule for governmental 
agencies that has been adopted in its entirety by many of the 
governmental agencies operating within Nebraska. It has also 
been adopted by many of the component medical societies as a 
local fee schedule. In 1943 the association was instrumental in 
a complete revision of the Nebraska Medical Practice Act, which 
provides higher quality medical care. 

The Nebraska State Medical Association was one of the first 
groups to promote the organization of a medical care plan. The 
Nebraska Surgical Plan, first organized by the Omaha-Douglas 
County gMedical Society, was made statewide in May of 1944. 
Mem of the Nebraska State Medical Association have been 
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active in organizing another statewide organization, the 
Nebraska Public Health Association. The Department of Health 
of the State of Nebraska is now governed by a board of health, 
set up by the Nebraska legislature in the 1953 session at the 
request of the state medical association. The 1953 session of 
the Nebraska legislature provided an appropriation of 6 million 
dollars, again at the request of the Nebraska State Medical 
Association, for the purpose of expanding the University of 
Nebraska College of Medicine into a complete medical center. 
An ambitious program of building and expansion is now in 
progress. 

The association maintains a placement bureau, established in 
1945, for the location of physicians. The 1954 membership of 
the Nebraska State Medical Association, the largest in its history, 
is 1,238 and embraces 50 component medical societies. The 
work of the association is carried on by 19 educational and 13 
research committees. Officers of the association for 1954 are 
Drs. Earl F. Leininger, McCook, president; William E. Wright, 
Creighton, president-elect; Clarence E. Minnick, Cambridge, 
vice-president; and Roy B. Adams, Lincoln, secretary-treasurer. 
The financial business of the association is conducted by a five- 
member board of trustees, consisting of Drs. Fay Smith, 
Imperial, chairman; James E. M. Thomson, Lincoln; G. E. 
Peters, Randolph; Albert A. Ashby, Geneva; and Roy B. Adams, 
Lincoln. Nebraska has two delegates to the House of Delegates 
of the American Medical Association: Drs. Karl S. J. Hohlen, 
Lincoln, and Joseph D. McCarthy, Omaha; the alternates are 
Drs. Harold S. Morgan, Lincoln, and Ear! F. Leininger, McCook. 
A council on professional ethics is maintained as a liaison with 
the public. Headquarters for the association are maintained at 
1315 Sharp Building, Lincoln. 


SCHOOL HEALTH PROBLEMS 

To provide expert help for developing sound school health 
programs, the Joint Committee on Health Problems in Educa- 
tion of the American Medical Association and the National 
Education Association currently is preparing a manuscript to 
be entitled “Healthful School Living.” Scheduled for publication 
in 1957, this book will complete the series of three volumes 
covering various aspects of the school health field. Previous 
volumes were “Health Education,” published in 1948, and 
“School Health Services,” published in 1953. “Healthful School 
Living” will deal primarily with the physical and mental-emo- 
tional aspects of environmental control in schools. Now 
completing its 43rd year, the joint committee, composed of 
five representatives from the A. M. A. and five from the N. E. A., 
has published more than 40 pamphlets and booklets. Twenty of 
these are constantly revised to keep up with latest developments. 


MARCH OF MEDICINE TELECAST 
FROM MIAMI MEETING 

The “March of Medicine” television report from the Clinical 
Meeting in Miami will feature a human donor aortic graft 
operation on an east Texas oil field worker. The telecast, pre- 
sented by the American Medical Association and Smith, Kline, 
& French Laboratories, Philadelphia, will be seen by about 10 
million viewers at 5:30 p. m. (EST) Sunday, Dec. 5, over the 
NBC network. The heart operation, which is the subject of a 
technical exhibit at the Clinical Meeting, will be performed by 
Drs. Michael E. DeBakey, head of the department of surgery, 
Baylor University College of Medicine, and his associates, Drs. 
Denton A. Cooley and Oscar Creech Jr. The telecast will take 
viewers to the home of 43-year-old George Chisum, to his 
general practitioner, Dr. Robert Ryan of Sour Lake, Texas, and 
to the Texas Medical Center for the operation, one of the first 
of its type ever performed this high in the aortic arch. Dr. 
Creech, chief of surgical service, Veterans Administration 
Hospital in Houston, will report on freeze-dry technique in pre- 
serving arteries; Dr. Cooley, assistant professor of surgery at 
Baylor, will report on hypothermia to permit blocking of the 
aorta during operation. Dr. Robert Hettig, associate professor 
of medicine, will explain tests to determine the patient’s fitness 
for surgery, and Drs. DeBakey and Cooley will narrate while 
the operation is shown. 
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LAW DEPARTMENT 


This is one of a series of brief statements explaining the work 
of various departments of the American Medical Association 
—Ep. ; 


The Law Department was organized on Aug. 1, 1954, for the 
purpose of consolidating all legal functions of the American 
Medical Association within a single department. Legal matters 
that formerly were handled by other departments are now 
referred to the Law Department, which also assists the Commit. 
tee on Legislation, the Judicial Council, the Council on Cop. 
stitution and Bylaws, and the Committee on Medicolegal 
Problems, by providing a staff lawyer to act as Executive 
Secretary. The Law Department is the successor to the Bureay 
of Legal Medicine and Legislation (organized in 1922). All of 
the activities of the Bureau of Legal Medicine and Legislation, 
including medicolegal problems and legislative matters of 
interest to the medical profession, have been transferred to the 
new department. 

State and county medical societies and, in some situations, 
individual physicians may obtain medicolega! or legislative ip. 
formation from the Department. Detailed information relating 
to medical licensure, malpractice, narcotics, and premarital 
examinations, among others, is available. The Law Department 
follows state legislative enactments of medical interest and 
notifies the state medical associations through the publication 
of notices in THE JOURNAL. The Department does not participate 
directly in any way in state legislative affairs. The Committee 
on Legislation, which studies and reports on federal medical 
legislation, uses the staff of the Law Department in digesting 
bills, formulating policy positions for recommendations to the 
Board of Trustees, and preparing and presenting testimony to 
congressional committees. 

A library has been assembled on a wide variety of subjects 
of medical concern that have been litigated in the courts. These 
briefs are available on loan. The topics embrace medical licen- 
sure, including the scope of sectarian practice; basic science 
requirements; hospital staff membership; corporate practice of 
medicine; various aspects of malpractice allegations; disciplinary 
actions by medical associations; and others. Numerous requests 
are received for information concerning medical partnerships, 
elements to be considered when selling a practice, relationships 
between injury and specified disease, ownership of roentgeno- 
grams, income tax deductions, and medical testimony in general. 
The Department may, under certain circumstances, provide 
general information, but may never act as an advisor or attorney 
in connection with a physician’s personal problems. 

In its work with the Committee on Medicolegal Problets, 
the Law Department disseminates, through the pages of THE 
JOURNAL and by direct reply to inquiries, the conclusions of the 
Committee with respect to such medicolegal problems as blood- 
grouping tests and disputed paternity, chemical tests for intoxi- 
cation, dangers of transfusion, preventive aspects of the mal- 
practice problem, and coroner-medical examiner systems. 

The Department reviews all court decisions of medical in- 
terest and abstracts important decisions for publication in THE 
JouRNAL. Periodically, these abstracts are republished in book 
form. In addition to many other activities, the Department 
encourages discussions of medicolegal and legislative matters 
before allied groups. Particularly, it has stressed the importance 
of periodic meetings between medical and legal groups for the 
discussion of problems of mutual concern. It has also prepared 
exhibits on malpractice prevention and on chemical tests for 
intoxication that are available to state and local medical societies 
for use at meetings. In addition to its participation in the services 
provided by the American Medical Association, the Law Depart- 
ment acts as legal counsel in business matters and litigations 
affecting the Association. It also works closely with the various 
councils, committees, bureaus, and departments of the Associ- 
ation and furnishes legal assistance and advice as needed. 

A member of the Law Department staff participates as 
Executive Secretary for the Judicial Council at its meetings and 
hearings and answers routine inquiries concerning medical ethics 
in areas in which the Council has stated its position. The Law 
Department provides staff assistance to the Council on Consti- 
tution and Bylaws in connection with proposed modifications of 
the constitution and bylaws, matters relating to their operation. 
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CONNECTICUT 
Society News.—Dr. Michael E. De Bakey, professor of surgery 
at Baylor University College of Medicine, Texas Medical Center, 
Houston, will speak before the Yale Medical Society Nov. 30 at 
8:15 p. m. All interested physicians and friends of the society 
are invited to attend the meeting, which will be held in Fitkin 
Amphitheatre at the Yale-New Haven Medical Center. 








Occupational Medicine for General Practitioners.—A series of 
jecture-discussions is being offered at the Bridgeport Hospital 
at 8:30 p. m. on Friday evenings by the section of occupational 
health, department of public health, Yale University School of 
Medicine, New Haven, and the committee on industrial health, 
Connecticut State Medical Society, at the request of the Bridge- 
port section of the Fairfield County chapter, American Academy 
of General Practice. The meetings, which are open to all in- 
terested physicians, began Nov. 12 with a session on back 
injucies. The course (16 hours of postgraduate training) includes: 

Dec. 3, Workman’s Compensation. 

Jan. 7, 1955, Nonoccupational Illness; Cardiac, Diabetic, Tuberculosis. 

Jan. 28, Psychiatric Problems in Workers. 

Feb. 11, Occupational Diseases. 

Feb. 25, Administration of Health Programs. 

March 11, Insurance Programs, Certification of Illness. 

March 25, Occupational Skin Disease, Diagnosis. 


FLORIDA 


Dr. Martin to Address Better Government Committee.—Dr. 
Walter B. Martin, Norfolk, Va., President of the American 
Medical Association, will give the luncheon address at the annual 
meeting of the Florida Medical Committee for Better Govern- 
ment at the Biscayne Terrace Hotel, Miami, Nov. 28. A number 
of distinguished speakers have been invited to participate in the 
evening program, which will be preceded by a cocktail party at 
6 p. m. and informal dinner. 


Meeting of Obstetricians and Gynecologists.—The interim meet- 
ing of the Florida Obstetric and Gynecologic Society will be 
held in Ponte Vedra Beach, Dec. 4 and 5. Panel discussions will 
follow presentations by Dr. Norman M. Thornton, Vancouver, 
B. C. (“Functional Bleeding in the Menopausal Age Group” and 
“Vaginal Hysterectomy”) and Dr. Hugh G. Hamilton, Kansas 
City, Mo. (“Metabolic Concept of Gynecological Care” and 
“Management of the Third Stage of Labor”). An invitation is 
extended to all Florida physicians to attend. 


Symposium on Industrial Medicine.—The University of Miami 
School of Medicine, Coral Gables, will offer a symposium in 
industrial medicine, Dec. 3 and 4, with the co-sponsorship of 
the A. M. A. Council on Industrial Health, the American Acad- 
emy of General Practice, and the Liberty Mutual Insurance 
Company. The first part of the program, directed to plant 
managers, will include presentations by Dr. Carl M. Peterson, 
Secretary of the A. M. A. Council on Industrial Health; Dr. 
Allan J. Fleming, medical director of E. I. du Pont de Nemours 
and Company, Wilmington, Del.; and Dr. Kieffer D. Davis, 
medical director of the Phillips Petroleum Company, Bartles- 
ville, Okla. The second part of the symposium will be directed 
more specifically to the general practitioner. Speakers will in- 
clude Drs. Wiley M. Sams and Robert J. Boucek, Miami; Dr. 
Willard F. Machle, New York; and Dr. Allan K. Michaelson, 
Miami. Information may be obtained from Dean Homer F. 
Marsh, Ph.D., or William B. Deichmann, Ph.D., Department of 
Pharmacology, University of Miami School of Medicine. 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


MEDICAL NEWS 








INDIANA 
County Society Moves.—The Vanderburgh County Medical 
Society has moved its headquarters from 201 S. E. Third St. ‘to 
205-206 Wright Building, 109% S. E. Third St., Evansville 8. 
The new offices provide space for a board of directors and 
committee meeting room. 





Dr. Bosler Honored.—Dr. Howard A. Bosler, Waterford Mills, 
was recently awarded a citation by his alma mater, Manchester 
College, North Manchester, for his work as a medical missionary 
in Nigeria, West Africa, from 1931 to 1950. Dr. Bosler served 
as administrator and medical director of Garkida leprosarium, 
one of the largest in Africa. In 1950 he was made an honorary 
officer of the Order of the British Empire by the King in recog- 
nition of his service. 





IOWA 
Brazilian Physicians Study at Iowa City.—Dr. Eloi Bettega, 
director of the University of Parana’s new hospital in Brazil, and 
his assistant Dr. Alcino Cortes are taking a postgraduate course 
in hospital administration at the State University of lowa 
Hospitals in lowa City..Dr. Bettega is in the United States on 
a fellowship from the W. K. Kellogg Foundation and Dr. Cortes 
has a fellowship from the state of Parana. Both received their 
medical training in Brazil. 


Guest Lecturers.—The State University of Iowa College of 
Medicine, lowa City, will sponsor the following lecturers and 
others to be added during the current academic year: 
Dec. 8, Erik Husfeldt, department of surgery, University of Copen- 
hagen, Denmark. 
Jan. 17, 1955, Norman F. Conant, Ph.D., division of medical mycology, 
Duke University School of Medicine, Durham, N. C. 
April 18, Arnold D. Welch, department of pharmacy, Yale University, 
New Haven, Conn. 
The first lecture in the series was delivered Nov. 22 by Dr. 
Francis M. Forster, dean, Georgetown University School of 
Medicine, Washington, D. C. 


KANSAS 

State Conference on Alcoholism.—The Kansas Conference on 
Alcoholism, sponsored by the Kansas State Commission on 
Alcoholism, will convene at the University of Kansas, Lawrence~ 
Kansas City, Dec. 1 and 2. The featured speakers will be Selden 
D. Bacon, Ph.D., director of the Yale .University Center of 
Alcohol Studies, New Haven, Conn., and Mrs. Marty Mann, 
executive director of the National Committee on Alcoholism, 
New York. All meetings of the conference will be open to the 
public. Special seminars will be held for physicians, hospital 
administrators, clergymen, industrial leaders, law enforcement 
officers, educators, public health and social welfare personnel, 
attorneys and probate judges, and lay persons. 


MASSACHUSETTS 
Anesthesiologists Meet in Boston.—The New England Society 
of Anesthesiologists will hold a meeting at the Hotel Beacons- 
field, Boston, Dec. 3, 2 p. m., under the chairmanship of Dr. 
Benjamin E. Etsten, Boston. The following papers will be 
presented: 
Principles of Hemodynamics: Effect of Disease and Drugs, James W. 
Dow, Boston. 
The Coronary Circulation, Leroy D. Van Dam, Boston. 
Antiarrhythmic Drugs: Fundamental Principles and Applications, Byron 
B. Clark, Ph.D., Boston. 
A 10 minute discussion period will follow each presentation. 
Cocktails will precede dinner at 5:30, given_in honor of Dr. 
Perry P. Volpitto, professor of anesthesiology and director of 
the department, Medical College of Georgia, Augusta, who will 
discuss “The Management of Anesthesia in Emergencies in 
Children” after the 7 p. m. business meeting. 
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NEW YORK 

Psychiatric Forum.—At the Psychiatric Forum in the auditorium 
of the Brooklyn State Hospital, 8:30 p. m., Dec. 2, Dr. David 
Beres of the New York Psychoanalytic Institute will have as his 
topic “The Nature of the Psychotherapeutic Process: What Does 
Psychotherapy Do?” 





Society News.— Newly elected officers of the Central New York 
Eye, Ear, Nose & Throat Society include: Dr. James L. McGraw, 
Syracuse, president; Dr. Lee R. Stoner, Syracuse, vice-president; 
and Dr. George A. Sisson, Syracuse, secretary-treasurer.—— 
At the last annual meeting of the Medical Society of the State 
of New York a new section on allergy was formed. The new 
officers are Dr. Carl E. Arbesman, Buffalo, chairman; Dr. 
William B. Sherman, New York, vice-chairman; and Dr. Harry 
Leibowitz, Brooklyn, secretary ———At the next meeting of the 
section on allergy of the Kings County Medical Society, Brook- 
lyn, Nov. 30 at the Kings County Medical Society Building, 
Dr. Harold A. Lyons, associate professor of medicine, State 
University of New York College of Medicine at New York City, 
Brooklyn, will present a paper, “Respiratory Function Tests and 
Aerosol Therapy in Respiratory Allergies.” Dr. Benjamin Bur- 
bank, clinical associate professor of medicine, State University 
of New York College of Medicine, Brooklyn, will discuss the 


paper. 


New York City 

Dr. Murray Honored.—Dr. Peter M. Murray, president of the 
Medical Society of the County of New York, received the 1954 
Distinguished Service medal of the National Medical Association 
at the recent meeting in Washington. The medal is awarded each 
year to the physician who, in the opinion of the association, has 
contributed the most to the field of medicine at the national 
level. 


Hauswirth Lecture.—The sixth annual Louis Hauswirth lecture 
in medicine, sponsored by the Beth David Hospital Alumni 
Association, will be delivered Dec. 1, 8:30 p. m., at Beth David 
Hospital, 161 E. 90th St., by Dr. Maurice Bruger, director of 
clinical pathology at University Hospital. Dr. Bruger’s subject 
will be “Nutritional Aspects of the Seriously Ill Patient with 
Particular Reference to Protein Metabolism.” 


NORTH CAROLINA 

Dr. Ochsner to Address Gaston Symposium.—The third annual 
Gaston Memorial Hospital Symposium in the Masonic Temple, 
Gastonia, Nov. 29, will have as guest speaker Dr. Alton Ochsner, 
professor of surgery and chairman of the department of surgery, 
Tulane University of Louisiana School of Medicine, New 
Orleans. Dr. Ochsner’s subjects will be “Management of Gall- 
bladder Disease” and “Cancer of the Lungs: Etiology, Diagnosis 
and Treatment.” 


OHIO 

Seminar by Dr. Cottle—Dr. Maurice H. Cottle, head of the 
department of otolaryngology, Chicago Medical School, will 
conduct a seminar on septum and rhinoplastic surgery at the 
Ohio State University College of Medicine, Columbus, Dec. 3 


to 5. 


OREGON 

Course in Arthritis—Dr. Edward W. Boland, Los Angeles, 
president of the American Rheumatism Association, will be the 
leading lecturer for a postgraduate course in arthritis and rheu- 
matism, Nov. 29 and 30, at the University of Oregon Medical 
School, Portland. 


University News.—Under a grant from the National Research 
Council of Brazil, Dr. Apparicio Silva de Assis, assistant pro- 
fessor of urology at the University of Minas Gerais in his home 
city of Belo Horizonte, Brazil, will conduct cancer research for 
three months this fall at the University of Oregon Medical 
School, Portland, where he will work with Dr. Clarence V. 
Hodges, head of the urology division. 
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PENNSYLVANIA 

Hospital News.—Pennsylvania Hospital, Philadelphia, has re. 
ceived a grant of $335,000, the largest in its 203 year history, 
from the Hartford Foundation, established by the late John A 
Hartford, who for many years was president of the Great 
Atlantic & Pacific Tea Company. The grant will be used to 
renovate the hospital’s oldest building, erected in 1755, and to 
inaugurate two extensive programs, one for nurses and one for 
general practitioners. 


Award to Dr. Teague.—Dr. Russell E. Teague, state secretary 
of health, was given the annual award of the Pennsylvania Public 
Health Association “for his outstanding contribution to public 
health in Pennsylvania” at its annual meeting in State College, 
Aug. 18. In accepting the award Dr. Teague said that the ad- 
vance made in public health in Pennsylvania was due to the co- 
operation of a number of organizations and individuals: his staff, 
the legislature, the governor, the Medical Society of the State 
of Pennsylvania and its committee on preventive medicine and 
public health, and volunteer health agencies. 


Pittsburgh 

Mellon Lecture.—Dr. William C. Stadie, John Herr Musser 
professor of research medicine, University of Pennsyivania 
School of Medicine, Philadelphia, will deliver the 38th Mellon 
lecture before the Society for Biological Research of the Univer- 
sity of Pittsburgh School of Medicine, Nov. 30. His subject will 
be “The Problem of the Action of Insulin.” 


TENNESSEE 

Memphis Medical Center.—Memphis Medical Center, a teach- 
ing, research, and hospital area, is undergoing an extensive 
expansion program in which its teaching and research facilities, 
under the University of Tennessee Medical Units, are being 
enlarged by a 5 million dollar building program. The city of 
Memphis is spending an additional 3 million dollars to enlarge 





Memphis Medical Center. 


the facilities of the city of Memphis hospitals, including the 
construction of a new Negro teaching hospital and the addition 
of two floors to the pediatric wing of the John Gaston Hospital, 
teaching facility of the Medical Units’ College of Medicine. 
Baptist Memorial Hospital will have a 450 bed addition at a 
cost of $5,800,000, and Campbell Clinic for orthopedic surgery 
is building a $500,000 addition for diagnostic purposes. As shown 
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in the accompanying illustration, the building program of the 
yniversity and the city of Memphis hospitals includes: 

1, Administration-Postgraduate Building to be completed about May, 
1955, which will be connected by arcade with the pharmacy building. 

2, Pharmacy Building, built in 1928, to have a floor added. 

3, Chemistry-Physiology Laboratories to be completed by the end of 
1954; they will contain a high-level activity radioisotope laboratory and 
will be arcade-connected with the pharmacy building. 

4. Mooney Memorial Library, completed in 1928, to be renovated to 
allow expansion of the library. 

5. Wittenborg Building, completed in 1926, to be renovated for the use 
of the department of gross and microscopic anatomy. 

6. Dental Building, completed in 1949. 

7. Polyclinic Dormitory for Men, acquired by the University in 1943, 
originally Sanders-Warr Clinic and later Polyclinic Office Building. 

g, University Center, built in 1906 and operated for years as the Rex 
Club, opened in 1935 as the Student Union Building, now being air 
conditioned. 

9. University Dormitory for Men, completed in 1939. 

10. W. C. Campbell Orthopedic Ciinic, now building a $500,000 addition. 

11. Lindsley Hall, formerly the College of Physicians and Surgeons, 
acquired by the university in 1911, now used by Memphis and Shelby 
County Health Department. 

12. Eve Hall, completed in 1912, now used by the health department 
and projects sponsored by the university. 

13. Baptist Memorial Hospital, now in the process of building a 450 bed 
addition at the cost of $5,800,000. 

14. John Gaston Maternity Hospital. 

15. John Gaston Hospital, completed in 1936 on the site of the old 
Memphis General Hospital. 

16. Institute of Pathology, completed in 1951. Headquarters for the 
departments of medicine and surgery are also located in the building. 

17. Medical-Surgical Building site to allow for expansion of the out- 
patient department clinics and location of the general practice clinic. 
The bacteriological laboratories of the Memphis-Shelby County Hospital 
and the state health department, now in the pharmacy building, will move 
to this building. 

18. Gailor Memorial Psychiatric Hospital and Diagnostic Clinic, com- 
pleted in 1942. 

19. Institute of Clinical Investigation, built in 1926, enlarged in 1929, 
formerly for the department of pathology and now occupied by the sec- 
tions of clinical chemistry, physiology, and experimental surgery. 

20. Marcus Haase Home for Nurses of the University of Tennessee, 
built in 1926. 

21. Isolation Hospital, completed in 1923. 

22. Cancer Research Laboratory, containing laboratories for various 
types of research on cancer, completed in 1951. 

23. Goodman House, an apartment-hotel, acquired in 1948 through the 
efforts and generosity of the Goodman brothers. 

24. Les Passes Treatment Center for Cerebral Palsied Children, a project 
housed and sponsored by the university. 

25. West Tennessee Cancer Clinic. 

26. Offices of the School of Nursing. 

21, West Tennessee Tuberculosis Hospital, opened in 1948, built by the 
state on ground donated by the university. 

28. Le Bonheur Children’s Hospital, opened in 1952, built and operated 
by Le Bonheur, a Memphis women’s philanthropic organization. The 
University of Tennessee department of pediatrics is located in Le Bonheur. 


The Variety Club of Memphis is building a 20 bed convaleszent 
hospital for victims of rheumatic fever, with provisions for 
expansions, northwest from the Goodman House. M. U. S. 
Dormitory, not shown in the picture, is located across from 
Forest Park at Manassas and Monroe. Rogers Hall, formerly at 
718 Union, was razed in 1951. 


VERMONT 

Surgical Meeting.—The section on surgery of the Vermont State 
Medical Society will have as guest speakers, Dec. 2 in the Wall- 
ingford Inn, Dr. Ralph Adams, Wolfeboro, N. H., whose topic 
will be “Big Surgery in Little Hospitals”; Dr. Clifford C. Agnew, 
Plymouth, Mass., who will present “Abdominal Trauma—An 
Interesting Series of Cases”; and Dr. Donald E. Brown, Beverly, 
Mass, who will discuss “Surgical Pathology of the Thyroid 
Gland.” Dr. E. Sherburne Lovell, Springfield, president, will 
open the session at 2 p. m. with a paper on cryptorchidism. Dr. 
Louis W. Esposito, Rutland, will talk on vesicoenteric fistula, 
and medical movies will be shown before the social hour at 5:30 
p.m. Dr. Adams will present his paper after a 6:30 dinner. 


WISCONSIN 

lecture by Sir Lionel Whitby.—The University of Wisconsin 
Medical School, Madison, announces a lecture, “Splenic Func- 
lion and Dysfunction,” by Sir Lionel Whitby, regius professor 
of physics, Cambridge University, Cambridge, England, to be 
Presented at 11 a. m., Nov. 29, in the auditorium, Service 
Memorial Institute. 
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Fellowships in Hematology.—The division of hematology of the 
department of medicine, University of Maryland School of 
Medicine and College of Physicians and Surgeons, Baltimore, 
will have available as of July 1, 1955, two fellowships in 
hematology, carrying an annual stipend of $3,000 each and 
providing training in clinical and research hematology. Inquiries 
should be addressed to Dr. Milton S. Sacks, University Hospital, 
Baltimore 1. 


Meeting on Clinical Research.—The eastern section of the 
American Federation for Clinical Research will hold its annual 
meeting Dec. 3 and 4. The Friday session will be held in the 
auditorium of the Medical Society of the District of Columbia, 
1718 M St., N.W., Washington, D. C., and the Saturday session 
at the Clinical Center, National Institutes of Health, Bethesda, 
Md. Twenty-five presentations have been scheduled for Friday 
and 14 for Saturday. Ciba Pharmaceutical Products will be 
host at cocktails and a buffet following the Friday session. On 
Saturday at 2 p. m. there will be a tour of the facilities of the 
Clinical Center of the National Institutes of Health. 


Western Surgical Association.—The Western Surgical Associa- 
tion will hold its annual meeting at the Broadmoor Hotel, Colo- 
rado Springs, Colo., Dec. 2 to 4, under the presidency of Dr. 
Herbert H. Davis, Omaha. The presidential address, “Perspec- 
tive,” will be delivered during the evening session on Thursday. 
In all, 36 presentations have been scheduled and 37 speakers 
have been invited to participate in the presentations, which will 
include a 23 year statistical study of carcinoma of the esophagus; 
a report of 219 breast aspirations; a follow-up study of 301 cases 
of vagotomy and gastric resection of gastrojejunal ulceration; 
and discussion of carcinoma of the thyroid and other diseases 
of the thyroid in identical twins. 


Employment of Physically Handicapped.—in connection with 
National Employ the Physically Handicapped Week, Oct. 3 to 9, 
the National Association of Manufacturers announced the 
appointment of a 26 member, nation-wide advisory committee 
of industrialists to expand the association's activities. in encourag- 
ing employment of the physically handicapped. The first assign- 
ment of the advisory committee on employment of the physically 
handicapped will be the preparation of a “manual for manage- 
ment on how to place the physically handicapped in jobs most 
effectively.” Dr. Ian K. Maclachlan, medical director, Carrier 
Corporation, Syracuse, N. Y., and Dr. John P. Repetto, medical 
director, Philco Corporation, Philadelphia, are membe7s of the 
committee. 


Meetings of Chest Physicians.—The interim session of the 
American College of Chest Physicians will be held Nov. 28 and 
29 at the Delano Hotel, Miami Beach, Fla. At the close of the 
interim session, delegates are invited to attend the meeting of 
the Cuban chapter of the college in Havana, Dec. 1 (see Latin 
America). On Sunday the college has scheduled the following 
round-table luncheons: “Chemotherapy in Diseases of the Chest,” 
“Cancer of the Lung,” and “Pulmonary Function.” At 2 p. m. 
Dr. Alvis E. Greer, Houston, Texas, will serve as moderator for 
a panel discussion, “Modern Management of Pulmonary Tuber- 
culosis.” A cocktail party (by courtesy of the Florida chapter, 
American College of Chest Physicians) will precede 7 o'clock 
dinner, at which the guest speaker will be Dr. William A. Hudson, 
Detroit, president, American College of Chest Physicians. Dr. 
M. Jay Flipse, Miami, Fla., will moderate a diagnostic and 
treatment conference at 8:30 p. m. Tuesday morning is reserved 
for the clinical meeting, A. M. A. Section on Diseases of the 
Chest, which will open at 9 a. m. with a panel, “Modern Con- 
cepts in the Chemotherapy of Pulmonary Tuberculosis.” 


International Language Used at Cardiology Congress.—A new 
international language, Interlingua, was used at a medical meet- 
ing for the first time in connection with the second World 
Congress of Cardiology in Washington, D. C., Sept. 12 to 17. 
Abstracts of scientific papers presented at the scientific sessions 
were published in the congress program in this new form of 
communication. Interlingua, a combination of all the common 
elements of the Western languages now in use, principally 
Spanish, French, Italian, and Portuguese, is said to be almost 
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immediately familiar to anyone with any knowledge of these 
tongues. Of the words in the unabridged English Webster dic- 
tionary at least 100,000 have corresponding words in Interlingua. 
The actual development of Interlingua was begun by a chemist, 
Frederick G. CottreH, who with his associates organized the 
International Auxiliary Language Association in 1924, In 1951, 
an Interlingua-English dictionary—comprising 27,000 terms, 
17,000 of them scientific and technical—and an Interlingua 
grammar were published. In 1953, the International Auxiliary 
Language Association became affiliated with Science Service. 
Interlingua abstracts are now being used by many scientific 
journals, two of which are published entirely in this new 
language: Scientia International, the Interlingual edition of 
Science News Letter, published by Science Service, and Spectro- 
scopia Molecular, by Ulinois Institute of Technology, Chicago. 


Cancer Seminar.—The Southeastern States’ seventh annual 
Cancer Seminar will be held at the McAllister Hotel in Miami, 
Fla., Dec. 2 to 4, immediately after the American Medical 
Association Clinical Session in Miami. The seminar, which is 
sponsored by the American Cancer Society, Florida division; 
Florida State Board of Health; and Dade County Medical Soci- 
ety, will present the following program: 
William H. Baker, Boston: Role of Hormones in Breast Cancer. 
Juan A. del Regato, Colorado Springs, Co!o.: Role of Radiotherapy in 
Treatment of Cancer of the Larynx. Treatment of Cancer of the 


Lower Lip. 
Charles L. Martin, Dallas, Texas: Treatment of Cancer of the Fundus 


of the Uterus. 

Joe V. Meigs, Boston: Surgical Treatment of Cancer of the Cervix. 

J. Elliott Scarborough, Emory University, Ga.: (probably discussing 
cancer of the larynx). 

Danely P. Slaughter, Chicago: Surgical Treatment of Cancer of the 
Oral Cavity. 

Jerome A. Urban, New York: Diagnosis and Surgical Management of 
Breast Cancer. 

Owen H. Wangensteen, Minneapolis: Cancer of the Stomach. 

Wil'et F. Whitmore, New York: Diagnosis and Treatment of Testicular 
Neoplasms. 

Alton Ochsner, New Orleans: (probably discussing carcinoma of the 
lung). 

Richard B. Cattell, Boston: Malignancy of the Colon and Rectum. 

Elson B. Helwig, Washington, D. C.: Pathology of Carcinoma of the 
Cervix. 


Medical Organization Clinic.—The Medical Society Executives 
Conference will hold its interim meeting at the Everglades Hotel, 
Miami, Fla., Nov. 29, 3 p. m., under the presidency of Mr. 
Charles Lively, Charleston, W. Va., executive secretary of the 
West Virginia State Medical Association. The following groups 
will discuss organization problems and administrative proce- 
dures: 
National Medical Organizations, Mr. E. R. Loveland, executive secre- 
tary, American College of Physicians, moderator. 
State Medical Societies (large), Mr. Lester H. Perry, executive secretary, 
Medical Society of the State of Pennsylvania, moderator. 
State Medical Societies (small to medium), Mr. Harvey T. Sethman, 
executive secretary, Colorado State Medical Society, moderator. 
County Medical Societies (large), Mr. Robert D. Potter, executive sec- 
retary, Medical Society of the County of New York, moderator. 
County Medical Societies (small to medium), Mr. R. F. Freeman, execu- 
tive secretary, Montgomery County (Ohio) Medical Society, moderator. 
After closing remarks by the president, the session will be con- 
cluded at 5:30 p. m. Mead Johnson & Company will be host 
at a reception at 6 p. m. The officers of the conference include 
Mr. Charles Lively, Charleston, president; Mr. Merrill C. Smith, 
Lincoln, Neb., president-elect; and Mr. William H. Bartleson, 
Kansas City, Mo., secretary-treasurer. The executive committee 
consists of these officers and Mr. Thomas A. Hendricks and 
Mr. John H. Hunt, Chicago; Mr. Ralph R. Marshall, Albuquer- 
que, N. Mex.; and Mr. Theodore Wiprud, Washington, D. C. 


Meeting on Dermatology and Syphilology—The American 
Academy of Dermatology and Syphilology will hold its 13th 
annual meeting Dec..4 to 9 at the Palmer House, Chicago, under 
the presidency of Dr. Frederick D. Weidman, Philadelphia. The 
following special lectures will be delivered Monday morning: 

Essential Familial Hypercholesterolemia and the Secondary Xanthomas, 

Arthur C. Curtis, ‘Ann Arbor, Mich. 

Lipoidoses im Children, Sidney Farber, Boston. 

Treatment of Xanithomas, Frederick Urbach, Buffalo. 
Luncheon discussion groups have been planned from 12:15 to 
1:45 p. m., after which there will be symposiums in physiology 
and chemistry of the skin; mucous membrane lesions; and 
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peripheral vascular diseases. Round-table panels on Monday 
afternoon will be concerned with eczematous eruptions of the 
hands; techniques in the application of x-ray and radium: and 
cutaneous testing. Tuesday symposiums will include physical 
and radiation therapy; industrial dermatoses; and granulomas 
Round-table panels on Tuesday will consider common derma. 
toses; medical writing; cutaneous malignant disease; hereditary 
dermatoses; and dermatological photography. Wednesday sym- 
posiums will deal with cutaneous allergy; syphilis; history of 
dermatology; internal medicine in relation to dermatology: 
bullous dermatoses; and dermatological parasitology. Round. 
table panels will be conducted on undergraduate teaching of 
dermatology and syphilology; military dermatology; and eczema 
of infants and children. The banquet at 7:30 p. m. Wednesday 
will be preceded by cocktails and followed by entertainment, 
Tickets ($10 per person) must ‘be purchased at the registration 
desk not later than noon on Wednesday. An all-day symposium 
on pharmaceutical therapeutics is scheduled for Thursday and 
a symposium on miscellaneous dermatoses, for Thursday morn. 
ing. The next two annual meetings of the academy will be held 
Dec. 3 to 8, 1955, and Dec. 8 to 13, 1956, at the Palmer House. 


Prevalence of Poliomyelitis——According to the National Office 
of Viial Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States and its territories 
and possessions in the weeks ended as indicated: 

Oct. 16, 1954 
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LATIN AMERICA 

British Medical Conference in Jamaica.—The British Medical 
Association, Jamaica branch, has extended an invitation to the 
President, officers, and members of the American Medical Asso- 
ciation to attend its annual conference, which is being held im 
Kingston, Jamaica, Dec. 3 and 4, immediately after the A. M. A. 
Clinical Meeting in Miami. Arrangements are being made to 
hold a special session on Saturday morning with members of 
the American Medical Association participating in the program. 
In the evening a reception and dance will be held at which the 
guests will be received by the Governor of Jamaica. 


Chest Physicians Meet in Havana.—The Cuban chapter of the 
American College of Chest Physicians will meet in Havana 
Dec. 1. After a report on the third International Congress on 
Diseases of the Chest by Dr. William A. Hudson, Detroit, presi- 
dent of the college, the following program will be presented: 
What Are the Prospects ef Cure of Cancer of the Lung by Surgery, 
Herman J. Moersch, Rochester, Minn.; discussor, Leopoldo Araujo, 
Havana. 
Selection and Management of Patients with Thoracic Diseases for Air 
Travel, Burgess L. Gordon, Philadelphia; discussor, R. Covas, Havana. 
Pulmonary Tuberculosis Therapy—A Study of 10 Cases by 100 Partici- 
pating Physicians, Harold G. Trimble, Oakland, Calif.; discussor, 
Ricardo Sanchez Acosta, Havana. 
Unsolved Problems in Specific Drug Therapy of Tuberculosis, H. Corwin 
Hinshaw, San Francisco; discussor, Rene Garcia Mendoza, Havana. 
Surgery of Coronary Artery Disease, Charles P. Bailey, Philadelphia; 
discussor, Amtonio Rodriguez Diaz, Havana. 


FOREIGN 


Ophthalmologic Meeting in India.—The All-India Ophthal- 
mologic Society extends a cordial invitation to United States 
ophthalmologists and their famities to attend its annual meeting, 
Feb. 16 to 19, 1955, in Bombay, India, and to take part in the 
scientific phase of this conference. There will be a symposium, 
“Disease of the Lacrimal Apparatus.” Papers on other ophthal- 
mologic subjects may also be read. 


Meeting on Vitamin E.—The third International Congress of 
Vitamin “E” will take place in Milan, Italy, early in September, 
1955. The following subjects will be considered: “Vitamin E and 
the Metabolic Process”; “Influence of Vitamin E on the Haemato- 
vascular Physiopathology”; “Vitamin E and the Neuromuscular 
System”; and “Correlation Between Vitamin E and Other 
Vitamins and Hormones.” Scientific communications not more 
than one page long should be sent, in duplicate, before March 1, 
1955, to the Secretary of the Congress, Prof. Emilio Raverdino, 
via Pietro Verri 4, Milan, Italy. 


CORRECTION 


Benedict and Sweet.—In the editorial on peptic esophagitis in 
THE JouRNAL, Oct. 30, 1954, page 893, first line, right-hand 
column, reference was made to Benedict and Sweet as having 
reported 60 cases of benign stricture of the esophagus observed 
at the Mayo Clinic. These authors were E. B. Benedict and R. H. 
Sweet, who have always been connected with the Massachusetts 
General Hospital in Boston and not with the Mayo Clinic. 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1954 Clintcat Meeting, Miami, Fla., Nov. 29-Dec. 2. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 

NATIONAL MEDICAL PUBLIC RELATIONS McAllister Hotel, 
Miami, Fla., Nov. 28, Mr. Leo E. Brown, 535 North Dearborn St., Chi- 
cago 10, Director. 





AMERICAN ACADEMY OF DENTAL MEDICINE, Hotef Statler, New York, 
Dec. 5. Dr. William M. Greenhut, 124 East 84th St., New York 28, 
Secretary. 

AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY, Palmer House, 


Chicago, Dec, 4-9. Dr. J. E. Rauschkolb, P. O. Box 6565, Cleveland 1, 
Secretary, 
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AMERICAN ACADEMY OF OBSTETRICS AND GYNECOLOGY, Paimer House, 
Dec. 14. Dr. Paul Hodgkinson, 116 South Michigan Ave., Chicago 3, 
Secretary. 

AMERICAN CONGRESS ON OBSTETRICS AND GYNECOLOGY, Palmer House, 
Dec. 13-17. Dr. R. Gordon Douglas, 116 South Michigan Ave., Chicago 
3, General Chairman. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL Diseases, Hotel 
Roosevelt, New York, Dec. 10-11. Dr. C. €. Hare, 710 West 168th 
Street, New York 32, Secretary. 

ASSOCIATION OF MILITARY SURGEONS OF THE UNITED STATES, Hotel Statler, 
Washington, D. C., Nov. 29-Dec. 1. Dr. Robert E. Bitner, Asmed Forces 
Institute of Pathology, Washington 25, D. C., Secretary. 

ASSOCIATION OF STATE AND TERRITORIAL HEALTH OFFICERS, Hotel Wash- 
ington, Washington, D. C., Dec. 6-10. Dr. Franklin D. Yoder, State 
Board of Health, Cheyenne, Wyo., Secretary. 

CONFERENCE ON MYASTHENIA Gravis, University of Pennsylvania School 
of Medicine, Philadelphia, Dec. 8-9. Mrs. Agnes K. Peterson, 2 East 
103rd St., New York 29, Executive Director. 

EASTERN SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTO- 
LOGICAL Society, Hotel Warwick, Philadelphia, Jan. 7. Dr. Benjamin H. 
Shuster, 1824 Pine St., Philadelphia 3, Chairman. 

GERONTOLOGICAL SocreTy, University of Florida, Gainesville, Fla., Dec. 
28-30. Dr. Nathan W. Shock, Baltimore City Hospitals, Baltimore 24, 
Secretary. 

MEeEDicat Society EXECUTIVES CONFERENCE, Everglades Hotel, Miami, Fla., 
Nov. 29. Mr. William H. Bartleson, 3036 Gillham Road, Kansas City 8, 
Mo., Secretary. 

Puerto Rico MEDICAL AssociATION, Santurce, Dec, 8-12. Dr. Luis R. 
Guzman-Lopez, Box 9111, Santurce, Secretary. 

RADIOLOGICAL SOCIETY OF NORTH AMERICA, Biltmore Hotel, Los Angeles, 
Dec. 5-10. Dr. Donald S. Childs, 713 East Genesee St., Syracuse 2, 
N. Y., Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

Michigan, Grand Rapids, Dec. 4. Dr. H. Marvin Pollard, 1313 East 
Ann St., Ann Arbor, Governor. 

SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 

Texas, Galveston, Buccaneer and Galvez Hotels, Jan. 17-19. Dr. Rebert 
M. Moore, 900 Strand Street, Galveston, Chairman. 

SOUTHERN SURGICAL AssociaTION, Hollywood Beach Hotel, Hollywood, 
Fla., Dec. 7-9. Dr. George G. Finney, 2947 St. Paul St., Baltimore 138, 
Secretary. 

WESTERN SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND Ofo- 
LOGICAL Society, The Town House, Los Angeles, Jan. 15-16. Dr. Victor 
Goodhill, 2007 Wilshire Blvd., Los Angeles 57, Vice President. 

WESTERN SURGICAL ASSOCIATION, The Broadmoor, Colorado Springs, Colo., 
Dec. 2-4. Dr. Michael L. Mason, 154 East Erie St., Chicago 11, Secre- 
tary. 

FOREIGN AND INTERNATIONAL 

BritisH MEpicaL Association, Representative Meeting, London, England, 
June 1-4, 1955. Dr. A. Macrae, B.M.A. House, Tavistock Square, Lon- 
don, W.C.1, England, Secretary. 

CANADIAN AND BritTIsH MEDICAL ASSOCIATIONS, Joint Meeting, Toronto, 
Canada, June 20-22, 1955. Dr. Arthur D. Kelly, 244 St. George St., 
Toronto, Canada, General Secretary. 

COMMONWEALTH HEALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25, 1955. Mr. J. H. Harley Williams, 
Tavistock House North, Tavistock Square, London, W.C.1, England, 
Secretary General. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF APPLIED PsycHoLocy, Lon- 
don, England, July 18-23, 1955. Dr. C. B. Frisby, National Institute of 
Industrial Psychology, 14 Welbeck St., London, W.1, England, President. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF PSYCHOTECHNOLOGY, London, 
England, July 18-23, 1955. For information write: Dr. C. B. Frisby, 
Director, National Institute of Industrial Psychology, 14 Welbeck St. 
London, W.1, England. 

CONGRESS OF THE INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE 
Broncui, Stockholm, Sweden, June 18-19, 1955. For information write: 
Dr. J. M. Lemoine, 187 Boulevard St. Germain, Paris 7°, France. 

CONGRESS OF INTERNATIONAL DIABETES FEDERATION, Cambridge, England, 
July 4-8, 1955. Mr. James G. L. Jackson, 152 Harley St., London, 
W.1, England, Executive Secretary General. 

CONGRESS OF INTERNATIONAL SOCIETY OF SURGERY, Copenhagen, Denmark, 
July 23-29, 1955. Dr. L. Dejardin, 141, rue Belliard, Brussels, Belgium, 
General Secretary. 

EuROPEAN CONGRESS ON RHEUMATISM, Scheveningen, The Hague, Nether- 
lands, June 13-17, 1955. Dr. H. van Swaay, Pieter Bothstraat 12, The 
Hague, Netherlands, Secretary. 

HEALTH CONGRESS OF THE ROyAL SANITARY INSTITUTE, Bournemouth, 
England, April 26-29, 1955. Mr. P. Arthur Wells, Royal Sanitary Insti- 
tute, 90 Buckingham Palace Road, London, S.W.1, England, Secretary. 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A, April 24-29, 1955. Dr. Eugene P. Pendergrass, 3400 
Spruce St., Philadelphia 4, Pa., U. S. A., Secretary-General. 

INTER-AMERICAN SESSION, AMERICAN COLLEGE OF SURGEONS, Universidad 
Mayor de San Marcos de Lima, Lima, Peru, S. A., Jan. 11-14, 1955. 
Dr. Michael L. Mason, 40 East Erie St., Chicago 11, lll., U: S. A., 
Secretary. 

INTERNATIONAL ANATOMICAL CONGRESS, Paris, France, July 25-30, 1955. 

Prof. Gaston Cordier, 45, rue des Saints-Péres, Paris 6°, France, 

Secretary-General. 
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INTERNATIONAL ANESTHESIA RESEARCH Society, Washington, D. C., U.S.A., 
Oct. 24-27, 1955. For information write: Dr. William Friend, 515 Nome 


Avenue, Akron 20, Ohio, U.S.A. 


INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Nov. 6-12, 1955. Dr. Bernard N. Halpern, 197 Boulevard St. Germain, 


Paris 7°, France, Secretary General. 


INTERNATIONAL CONGRESS OF ANGIOLOGY AND HISTOPATHOLOGY, Fribourg, 
Switzerland, Sept. 2—, 1955. For information write: Dr. Gerson, 4 rue 


Pasquier, Paris 8°, France. 


INTERNATIONAL CONGRESS OF BiocHEMISTRY, Brussels, Belgium, Aug. 1-6, 
1955. Prof. C. Liebecq, 17 Place Delcour, Liége, Belgium, Secretary- 


General. 


INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Lausanne, Switzer- 
land, May 26-31, 1955. Professor Hauduroy, 19 rue Cesar Roux, 


Lausanne, Switzerland, Secretary-General. 


INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 11-18, 
1955. For- information write: Dr. Carroll, 28 Weymouth St., London, 


W.1, England. 


INTERNATIONAL CONGRESS OF PLASTIC SURGERY, Stockholm, Sweden, Aug. 
1-4, 1955, and Uppsala. Sweden, Aug. 5, 1955. Dr. Tord Skoog, Uppsala, 


Sweden, General Secretary. 


INTERNATIONAL CONGRESS OF UROLOGY, Athens, Greece, April 10-18, 1955. 


Dr. Z. Kaires, 25, rue Voukourestion, Athens, Greece, Secretary General. 


INTERNATIONAL HospitaL Conoress, Lucerne, Switzerland, May 30-June 3, 
1955. Capt. J. E. Stone, International Hospital Federation, 10 Old 


Jewry, London, E.C.2, England, Hon. Secretary. 


INTERNATIONAL MED!IcAL CONGRESS, Verona, Italy, Sept. 1-4, 1955. For 
information write:.% Offices of the International Verona Fair, Piazza 


Bra., Verona, Italy. 


INTERNATIONAL SuRGICAL CONGRESS, Geneva, Switzerland, May 23-26, 
1955. Dr. Max Thorek, 1516 Lake Shore Drive, Chicago, Illinois, 


U. S. A., Secretary-General. 


INTERNATIONAL SYMPOSIUM ON CARDIOVASCULAR SurGery, Henry Ford 


Hospital, Detroit, Michigan, U.S.A., March 17-19, 1955. Dr. Conrad R. 


Lam, 2799 West Grand Boulevard, Detroit 2, Michigan, U.S.A., Chair- 


man of Program Committee. 


INTERNATIONAL SYNDICATE OF GYNECOLOGISTS AND OBSTETRICIANS, Meeting 
Hall of Medical Societies, Paris, France, June 27-28, 1955. Dr. Jacques 
Courtois, 1, rue Racine, Saint-Germain-en-Laye (S & O), France, Sec- 


retary-General. 

JapaAN MeEpiIcaAL Conoress, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto, Japan, April 1-5, 1955. Dr. Mitsuharu Goto, 
University Hospital, Medical Faculty of Kyoto University, Kyoto, 
Japan, Secretary-General. 

LATIN AMERICAN CONGRESS OF PHysicaL Mepicine, Lima, Peru, S. A., Feb. 
14-19, 1955. Dr. Cassius Lopez de Victoria, 176 East 7ist St., New 
York 21, N. Y., U. S. A., Executive Director. 

LATIN AMERICAN ELECTROENCEPHALOGRAPHICAL CONGRESS, Montevideo, Uru- 
guay, S.A., March 21-24, 1955. For information write: Dr. R. Arana- 
Iniquez, Convencion 1287, Montevideo, Uruguay, S.A. 

LaTIN AMERICAN NEUROSURGICAL CONGRESS, Montevideo, Uruguay, S.A., 
March 21-24, 1955. For information write: Dr. R. Arana-Iniquez, Con- 
vencion 1287, Montevideo, Uruguay, S.A. 

Mippte East Mepicai Assemsty, Campus of American University of 
Beirut, Beirut, Lebanon, April 22-24, 1955. Dr. John L. Wilson, Ameri- 
can University of Beirut, Beirut, Lebanon, Chairman. 

NATIONAL CONGRESS OF TUBERCULOSIS AND Siticosis, Mexico, D.F., 
Mexico, Jan. 23-29, 1955. Dr. Jose Nava Gonzalez, Balderas 32-312, Ap. 
Postal 7267, Mexico, D.F., Mexico, Secretary General. 

NEURORADIOLOGIC SymMPposiuM, London, England, Sept. 13-17, 1955. Dr. 
R. D. Hoare, National Hospital, Queen Square, London, W.C.1, Eng- 
land, Secretary. 

PAN-AMERICAN ACADEMY OF GENERAL Practice, Lima, Peru, S. A., Feb. 
11-25, 1955. Dr. Arturo Martinez, 54 East 72nd St., New York 21, 
N. Y., U. S. A., Secretary. 

Wortp Mepicat Association, Vienna, Austria, Sept. 20-26, 1955. Dr. 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., 
Secretary-General. 





EXAMINATIONS 
AND LICENSURE 








BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination. Montgomery, June 21-23. Sec., Dr. D. G. Gill, 
537 Dexter Ave., Montgomery 4, . 

Arizona:* Examination and Reciprocity. Phoenix, Jan, 12-14, 1955, and 
April 13-15, 1955. Ex. Sec., Mr. Robert Carpenter, 401 Security Bidg.. 
Phoenix. 

ARKANSAS:* Eclectic. Examination and Reciprocity. Little Rock, Dec. 8-9. 
Sec., Dr. O. L. Atkinson, 2528 Central Ave., Hot Springs National Park. 

CoLorapo:* Examination. Denver, Dec. 7-8. Exec. Sec., Mrs. B. H. 

Hudgens, 831 Republic Bidg., Denver 2. 





J.A.M.A., Nov. 27, 1954 


DELAWARE: Examination and Reciprocity. Dover, Jan. 11-13, 1955. Sec 
Dr. J. S. McDaniel, 229 So. State St., Dover. be 
IDAHO: Examination and Endorsement. Boise, Jan. 10-12, 1955. Exec. Sec 
Mr. Armand L., Bird, 364 Sonna Bldg., Boise. “f 


INDIANA: Examination. Indianapolis, June 21-23. Exec. Sec., Miss Ruth vy 
Kirk, 538 K. of P. Building, Indianapolis. 


lowa:* Examination. Des Moines, Dec. 6-8. Exec. Sec., Mr. Ronald V. Sat 
New State Office Bldg., Des Moines 19. : 

Kansas: Examination and Reciprocity. Topeka, Dec. 8-9. Sec., Dr. 0. W. 
Davidson, 872 New Brotherhood Blidg., Kansas City. 

KENTucky: Examination. Louisville, Dec. 6-8. Asst. Sec., Mr. R. F. Dixon, 
620 S. 3rd St., Louisville. 

Louisiana: Examination and Reciprocity. New Orleans, Dec. 2-4. Sec., 
Dr. Edwin H. Lawson, 930 Hibernia Bank Bidg., New Orleans 12. 

Maryianp: Regular. Examination. Baltimore, Dec. 14-17. Sec., Dr. Lewis 
P. Gundry, 1215 Cathedral St., Baltimore 1. Homeopathic. Baltimore, 
Dec. 14. Sec., Dr. Robert H. Reddick, R.D. $2, Cambridge. 

MASSACHUSETTS: Examination. Boston, Jan. 18-21, 1955. Sec., Dr. Robert C. 
Cochrane, Room 37, State House, Boston. 

Mississippi: Reciprocity. Jackson, December. Asst. Sec., Dr. R. Whitfield, 
Old Capitol, Jackson 113. 

Missouri: Examination. Jefferson City, Feb. 17-18. Exec. Sec., Mr. John 
A. Hailey, State Capitol Bidg., Box 4, Jefferson City. 

Nesraska:* Examination. Omaha, June, 1955. Director, Bureau of Exam. 
ining Boards, Mr. Husted K. Watson, State Capitol Bidg., Room 1009, 
Lincoln 9. 

New York: Examination, New York City, Albany, Buffalo, and Syracuse, 
Feb. 15-18, 1955. Sec., Dr. Stiles D. Ezell, 23 S, Pearl St., Albany 7, 
NortH Carona: Reciprocity and Endorsement. Winston-Salem, Jan. 10. 

Sec., Dr. Joseph J. Combs, Professional Blidg., Raleigh. 

NortH Dakota: Examination. Grand Forks, Jan. 5-8, 1955. Reciprocity, 
Grand Forks, Jan. 8. Sec., Dr. C. J. Glaspel, Grafton. 

On10: Examination. Columbus, Dec. 13-15. Reciprocity. Sec., Dr. H. M. 
Platter, Wyandotte Bidg., Columbus 15. 

OxKLaAHoMa:* Examination. Oklahoma City, June 7-8. Sec., Dr. C. Gal- 
lagher, 813 Braniff Bidg., Oklahoma City. 

OreEGON:* Examination and Reciprocity. Portland, Jan. 6-8. Ex. Sec., Mr. 
Howard I. Bobbitt, 609 Failing Bidg., Portland 4. 

PENNSYLVANIA: Examination. Philadelphia, January. Acting Sec., Mrs. 
Marguerite B. Steiner, Box 911, Harrisburg. 

Texas:* Examination and Reciprocity. Fort Worth, Dec. 2-4. Sec., Dr 
M. H. Crabb, 1714 Medical Arts Bidg., Fort Worth 2. 

VERMONT: Examination and Endorsement. Burlington, Jan. 27-29. Sec., 
-Dr. F. J. Lawliss, Richford. 

Vircinia: Examination. Richmond, Dec. 9-11. Reciprocity. Richmond, 
Dec. 8. Address: Board of Medical Examiners, 631 First St., S.W., 
Roanoke. 

WaASHINGTON:* Examination and Reciprocity. Seattle, Jan. 10-12. Sec., Mr. 
Edward C. Dohm, Olympia. 

Wisconsin:* Examination and Reciprocity. Madison, Jan. 11-13. Sec., Dr. 
Thomas W. Tormey Jr., Room 1140, State Oice Bidg., Madison 2. 
Wyrominc: Examination and Reciprocity. Cheyenne, Feb. 7. Sec., Dr. 

Franklin D. Yoder, State Office Bidg., Cheyenne. 

ALaska:* On application. Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 

Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Sec., Dr. Benedict Cooper, Agana. 
Hawan: Examination. Honolulu, Jan. 10-13, Sec., Dr. 1. L, Tilden, 1020 

Kapiolani St., Honolulu. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Minnesota: Examination. Minneapolis, Jan. 4-5, 1955. Sec., Dr. Raymond 
N. Bieter, 105 Millard Hall, University of Minnesota, Minneapolis. 

Oxianoma: Oklahoma City, April 7-8, 1955. Sec., Dr. C. Gallagher, 813 
Braniff Bidg., Oklahoma City. 

Orecon: Examination. Portland, Dec. 4, 1954, and March 5, June 4, Sept. 
10, and Dec. 3, 1955. Sec., Mr. Charles D. Byrne, State Board of Higher 
Education, Eugene. 

SoutH Dakota: Examination. Vermillion, Dec. 3-4. Sec., Dr. Gregg M. 
Evans, 310 E. 15th St., Yankton. 

WASHINGTON: Examination. Seattle, Jan. 5-6. Sec., Mr. Edward C. Dohm, 
Olympia. 

WIsconsIN: Examination. Milwaukee, Dec. 4, Madison, March 12. Sec., 
Mr, W. H. Barber, 621 Ransom St., Ripon, 

ALaska: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 


*Besic Science Certificate required. 





Phalen 
ington, 
of Phy 
of the 
honoré 
School 
of the 
Staff 
commi 
U. S.. 
Nov. : 
of Tro 
tropica 
from 1 
Gener: 
Medic: 
Depar' 
as divi 
6th div 
inspect 
of the 
the Mi 
of Su 
editor 
on art 
publis! 
cal his 
aged § 
disease 
Carr, 
July | 
Chicag 
mater, 
special 
in 19 
Missis: 
and pz 
of the 
Centra 
Associ 
Colleg 
preside 
Memo 
of the 
Vetere 
of cer 


Somm 
Austri 
Vienn: 
Board 
laryng 
Colleg 
from 

Island 
Ogist ; 
at one 
from 

Eye, | 
at th 
Histor 
of “N 
Aug. 

Stewai 
N. Y. 
Medic 
of the 


@ Indic 








vol. 156, No. 13 





Phalen, James Matthew ® Colonel, U. S. Army, retired, Wash- 
ington, D. C.; born in Harvard, Ill., Nov. 26, 1872; College 
of Physicians and Surgeons of Chicago, School of Medicine 
of the University of Illinois, 1900; also a graduate in pharmacy; 
honorary graduate of the Army Medical School, 1902, London 
School of Tropical Medicine, 1907, and distinguished graduate 
of the Army School of the Line, 1920; graduate of the General 
Staff School in 1921 and the Army War College in 1922; 
commissioned a first lieutenant in the Medical Corps of the 
U. S. Army in 1901 and advanced to colonel in 1927; retired 
Nov. 30, 1936; president of the Army Board for Investigation 
of Tropical Diseases, Manila, from 1907 to 1910; lecturer on 
tropical medicine, New York Post Graduate Medical School, 
from 1911 to 1913; chief of the hospital division of the Surgeon 
General’s Office from 1922 to 1924; librarian of the Army 
Medical Library from 1924 to 1927; surgeon of the Panama 
Department from 1927 to 1930; during World War I served 
as division surgeon of the 86th Blackhawk division and of the 
6th division, Port of Bordeau surgeon, and first Army medical 
inspector; secretary of the Association of Military Surgeons 
of the United States; member of the American Legion and 
the Military Order of Carabao; fellow of the American College 
of Surgeons; in 1902 awarded the Hoff Medal; since 1940 
editor of The Military Surgeon; author of a biographical work 
on army medical chiefs, published in 1940, of “Sinnissippi,” 
published in 1942, and of many articles on military and medi- 
cal history; died in the Walter Reed Army Hospital Oct. 5, 
aged 81, of myocardial infarction due to arteriosclerotic heart 
disease. 


Carr, James Gray © Evanston, Ill.; born in Holmesville, Ohio, 
July 22, 1876; Northwestern University Medical School, 
Chicago, 1902; professor of medicine emeritus at his alma 
mater, where he was at one time secretary of the faculty; 
specialist certified by the American Board of Internal Medicine; 
in 1939 received the distinguished service award of the 
Mississippi Valley Medical Association; one of the founders 
and past president of the Chicago Heart Society; past president 
of the Chicago Society of Internal Medicine; member of the 
Central Society for Clinical Research and the American Heart 
Association; fellow and formerly governor of the American 
College of Physicians, of which he was ex-regent and ex-vice 
president; at various times on the staffs at Passavant, Wesley 
Memorial, Mercy, and South Shore hospitals; served as chief 
of the medical staff at Evanston (Ill.) Hospital; died in the 
Veterans Administration Hospital, Downey, Oct. 17, aged 78, 
of cerebral arteriosclerosis. 


Sommers, Ignatius George, Los Angeles; born in Vienna, 
Austria, May 3, 1894; Medizinische Fakultaét der Universitat, 
Vienna, Austria, 1919; specialist certified by the American 
Board of Ophthalmology and the American Board of Oto- 
laryngology; associate clinical professor of ophthalmology, 
College of Medical Evangelists, Loma Linda and Los Angeles; 
from 1939 to 1942, lecturer in ophthalmology at the Long 
Island College of Medicine in Brooklyn and attending pathol- 
Ogist at the Harlem Eye and Ear Hospital in New York City; 
at one time consultant’ to the U. S. Public Health Service; 
from 1943 to 1946 surgeon and pathologist at the Chicago 
Eye, Ear, Nose, and Throat Hospital and fellow in pathology 
at the Cook County Hospital; author of “Histology and 
Histopathology of the Eye and Its Adnexae” and joint author 
of “Neurology of the Eye, Ear, Nose and Throat”; died 
Aug. 18, aged 60, of lymphosarcoma. 


Stewart, William Holmes ® New York City; born in Syracuse, 
N. Y., Sept. 3, 1868; University of the City of New York 
Medical Department, New York, 1891; an Associate Fellow 
of the American Medical Association; specialist certified by 





@lndicates Member of the American Medical Association. 
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the American Board of Radiology; life member and past presi- 
dent of the American Roentgen Ray Society; member of the 
American Gastro-Enterological Association, of which he was 
past president, and the American College of Radiology; fellow 
and ex-regent of the American College of Physicians; served 
during World War I; formerly clinical professor of radiology 
at Columbia University College of Physicians and Surgeons; 
consulting radiologist, Lenox Hill Hospital in New York City 
and the Long Island College of Medicine Hospiial in Brooklyn; 
died Oct. 12, aged 86. 


Upson, Wilbur Owen ® Oceanside, Calif.; born in Charlotte, 
Mich., Aug. 23, 1878; American Medical Missionary College, 
Battle Creek, Mich., and Chicago, 1902; an Associate Fellow 
of the American Medical Association; member of the Michigan 
State Medical Society, American Roentgen Ray Society, Ameri- 
can College of Radiology, and the American Radium Society; 
specialist certified by the American Board of Radiology; for 
his service to the government in selective service work during 
World War II received a medal from Congress and a scroll 
of appreciation signed by former President Truman; formerly 
practiced in Battle Creek, Mich., where he was on the staff 
of the Battle Creek Sanitarium and Leila Y. Post Montgomery 
Hospital; died Sept. 29, aged 76, of bronchopneumonia. 


Tabb, John Lloyd Jr. © Richmond, Va.; born in Baltimore 
Nov. 17, 1892; Medical College of Virginia, Richmond, 1916; 
associate professor of clinical radiology at his alma mater; 
specialist certified by the American Board of Radiology; mem- 
ber of the American Roentgen Ray Society, Radiological 
Society of North America, and the American College of 
Radiology; past president of the Radiological Society of Vir- 
ginia; served in France during World War I; chief radiologist 
at St. Luke’s Hospital, where he was a member of the staff 
from 1924 until his death; roentgenologist at the Crippled 
Children’s Hospital; chief radiologist at St. Luke’s Hospital, 
where he died Sept. 1, aged 61, of coronary thrombosis. 


Parker, Owen William ® Minneapolis; born in 1873; University 
of Minnesota Medical School, Minneapolis, 1900; an Associate 
Fellow of the American Medical Association; past president of 
Northern Minnesota Medical Association; at one time vice- 
president of the Minnesota State Medical Association; fellow 
of the American College of Surgeons; formerly practiced in 
Ely, Minn., where he was health officer; on the staff of the 
Moose Lake (Minn.) State Hospital; died in the Fairview Hos- 
pital Sept. 17, aged 80, of fracture of the tibia, pneumonia, 
and cerebral arteriosclerosis. 


Alexander, Paul T., Shreveport, La.; Memphis (Tenn.) Hospital 
Medical College, 1903; died Sept. 14, aged 78, of uremia, 
arteriosclerosis, and cardiorenal disease. 


Barkley, Alexander, Norman, Okla.; American Medical Col- 
lege, St. Louis, 1889; died in Oklahoma City, Sept. 25, aged 95. 


Blanton, Frank, Saragossa, Ala.; Chattanooga (Tenn.) Medical 
College, 1903; died in Jasper Sept. 1, aged 78, of a heart attack. 


Booth, James Lawrence ® Northport, Ala.; Birmingham Medi- 
cal College, 1911; served during World War I; died in the 
Veterans Administration Hospital, Birmingham, Oct. 8, aged 68, 
of hypertensive cardiovascular disease. 


Chapman, Theodore Leete ® Duluth, Minn.; Detroit College 
of Medicine, 1902; fellow of the American College of Sur- 
geons; in 1925 member of the. House of Delegates of the 
American Medical Association; served during the Spanish- 
American War and World War I; on the staffs of St. Luke’s 
Hospital, Miller Memorial Hospital, and St. Mary’s Hospital, 
where he died Sept. 23, aged 76, of cancer. 


Curtis, Harry Lester @ Portland, Maine; Tufts College Medical 
School, Boston, 1924; died Sept. 17, aged 58, of arterio- 
sclerotic heart disease. 
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Day, Corliss Alton ® Worthington, Ohio; Ohio State University 
College of Medicine, Columbus, 1947; served during World 
War II; affiliated with White Cross, St. Ann’s, and Mercy 
hospitals and the Mount Carmel Hospital, where he died Sept. 
27, aged 44, of carcinoma of the lung. 


Delarue, Edward Arthur Jr. ® Richmond, Va.; born in Rich- 
mond Aug. 22, 1907; University of Virginia Department of 
Medicine, Charlottesville, 1933; specialist certified by the 
American Board of Internal Medicine; fellow of the American 
College of Physicians; served during’ World War II; associate 
in medicine at the Medical College of Virginia; affiliated with 
the Medical College of Virginia, Hospital Division, Sheltering 
Arms Hospital, and the Veterans Administration Hospital; died 
Sept. 19, aged 47, of acute coronary disease. 


Densmore, Floyd Howard @ Rochester, N. Y.; University of 
Michigan Medical School, Ann Arbor, 1933; fellow of the 
American College of Surgeons; on the staffs of the Rochester 
State and Rochester General hospitals; died Sept. 21, aged 46, 
of coronary disease. 


Evans, Carroli Dandola © Oxford, Neb.; Jefferson Medical 
College of Philadelphia, 1916; died Sept. 2, aged 61, of 
emphysema. 


Fell, Alton S. © Trenton, N. J.; Hahnemann Medical College 
and Hospital of Philadelphia, 1894; health officer of Trenton 
for 43 years, retired on March 1, 1942; on the staff of the 
McKinley Hospital; died in the F. W. Donnelly Memorial 
Hospitals Sept. 21, aged 88, of cerebral hemorrhage. 


Fonville, William Drakeford © Pasadena, Calif.; Medical 
Department of Tulane University of Louisiana, New Orleans, 
1905; member of the Medical Association of the State of 
Alabama; died in the Ochsner Foundation Hospital in New 
Orleans July 22, aged 75, of cancer. 


Frolick, Robert G. ® Quincy, Ill.; Rheinische Friedrich- 
Withelms-Universitat Medizinische Fakultét, Bonn, Germany, 
1935; formerly on the staffs of the Blessing and St. Mary’s 
hospitals; died Aug. 4, aged 47, of brain tumor. 


Fuchs, Berthold, New York City; Universitat Heidelberg 
Medizinische Fakultét, Baden, Germany, 1919; admitting physi- 
cian, Metropolitan Hospital; died Aug. 2, aged 64, of coronary 
occlusion. 

Hackney, James Virgil Jr., Washington, D. C.; Howard Univer- 
sity College of Medicine, Washington, 1945; resigned from the 
U. S. Public Health Service Reserve Aug. 23, 1950; affiliated 
with Freedmen’s Hospital; died Sept. 28, aged 32. 


Hammitt, Frank Coleman ® Peoria, Ill.; St. Louis University 
School of Medicine, 1919; member of the American College of 
Chest Physicians; served during World War I; formerly member 
of the city board of education; past president, vice-president, 
and secretary-treasurer of the staff at the Methodist Hospital of 
Central Illinois, where he died Oct. 1, aged 61, of hypertensive 
cardiovascular disease. 


Harrison, Elake © Encino, Calif.; Columbia University College 
of Physicians and Surgeons, New York, 1919; served on the 
staff of the Queen of Angels Hospital in Los Angeles; died in 
San Francisco Sept. 9, aged 60, of coronary occlusion. 


Hobbs, William Harrison, Christopher, Ky.; Hospital College of 
Medicine, Louisville, 1907; died in Lexington Sept. 27, aged 74, 
of coronary thrombosis. 


Holloway, Howard Jean @ Evanston, Ill.; Boston University 
School of Medicine, 1924; specialist certified by the American 
Board of Obstetrics and Gynecology; associate in obstetrics and 
gynecology at Northwestern University Medical School; on the 
staff of the Evanston Hospital; died in Glenview Oct. 6, aged 55, 
of carcinoma. 


Howle, Paul Williamson @ Richmond, Va.; University College 
of Medicine, Richmond, 1898; fellow of the American College 
of Surgeons; member of the House of Delegates of the American 
Medical Association in 1921; for many years chief physician at 
the city jail; on the staff of the Stuart Circle Hospital, where he 
died July 26, aged 79, of cancer. 
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Kittelson, John Asdal ® Sioux Falls, S. D.; University of Minne. 
sota Medical School, Minneapolis, 1917; member of the Ameri. 
can Academy of General Practice; fellow of the American 
College of Surgeons; on the staffs of the Sioux Valley and Mc. 
Kennan hospitals; died Aug. 18, aged 67, of coronary disease, 


Knappenberger, T. Gaillard ® Champaign, III; College of 
Physicians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1906; served during World War ]; die 
Sept. 14, aged 71, of heart block. 


Lane, Morton Stuart, Buffalo; Trinity Medical College, Toronto 
Canada, 1894; died Sept. 23, aged 84. 


Lane, Swinton Lamar, Hollandale, Miss.; University of Tennes. 
see College of Medicine, Memphis, 1913; served during Worlg 
War I; died in Mississippi State Sanatorium Aug. 30, aged 69, 
of coronary thrombosis. 


Learned, Elmer Turell, Fall River, Mass.; Harvard Medical 
School, Boston, 1917; affiliated with Truesdale Hospital; die 
Sept. 10, aged 64, of coronary occlusion and hypertension, 


Leibholz, Ernst © Maspeth, N. Y.; Friedrich-Wilhelms-Univer. 
sitat Medizinische Fakultat, Berlin, Prussia, 1914; died Oct. 5, 
aged 62, of coronary occlusion. 


Leonard, Thomas H., Alhambra, Calif.; American College of 
Medicine and Surgery, 1904; formerly assistant director of state 
department of public health in Illinois; at one time affiliated 
with the Lincoln (Ill.) State School and the Pacific Colony in 
Spadra; died Sept. 13, aged 77, of carcinoma of the bladder, 
hypertension, cerebral thrombosis, and pneumonia. 


McClees, James Edgar ® Williamson, W. Va.; Medical College 
of Virginia, Richmond, 1916; medical examiner for the Norfolk 
and Western Railway; died Aug. 29, aged 66, of congestive heart 
failure. 


McKellar, James Henry ® Pasadena, Calif.; University of 
Southern California College of Medicine, Los Angeles, 1905; 
on the staff of the Huntington Memorial Hospital; died Sept. 9, 
aged 70, of coronary sclerosis. 


Mann, Hunter Reece, Salisbury, Md.; University of Virginia 
Department of Medicine, Charlottesville, 1914; served as an 
officer during World War I; died in the Peninsula General 
Hospital Sept. 7, aged 65. 


Mollica, Stephen Gregory ® Kansas City, Mo.; Detroit College 
of Medicine and Surgery, 1917; served in France during World 
War I; affiliated with Veterans Administration, serving in St. 
Louis, Muskogee, Okla., and Kansas City, where he died Sept. 
19, aged 61, of coronary occlusion. 


Pollock, Arthur David, Industry, Ill.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1898; affili- 
ated with St. Francis Hospital in Macomb, where he died Sept. 
28, aged 82, of cerebral hemorrhage. 


Price, Helen Florence, Ann Arbor, Mich.; University of Michi- 
gan Medical School, Ann Arbor, 1936; died July 9, aged 52, 
of cancer. 


Prine, Joseph S., Columbia, Miss.; University of Tennessee 
College of Medicine, Memphis, 1909; died Sept. 3, aged 76, of 
cerebral hemorrhage. 


Proby, Edmund Alexander @ Chicago; Loyola University 
School of Medicine, Chicago, 1928; affiliated with South Shore 
Hospital, where he was a member of the board of governors and 
where he died Oct. 12, aged 54, of obstruction of the small 
intestine. 


Purcell, Joseph Michael ® Mechanicville, N. Y.; New York 
Medical College and Hospital, New York, 1894; served as city 
health officer; died Oct. 12, aged 83, of bronchogenic carcinoma. 


Rankin, Samuel Wharton ® Concord, N. C.; Jefferson Medical 
College of Philadelphia, 1912; past president of the Forsyth 
County Medical Society; at one time instructor in clinical oto- 
rhinology and anatomy, Wake Forest College, Bowman Gray 
School of Medicine, in Winston-Salem; formerty ‘practiced 0 
Winston-Salem, where he was on the staff of the City Memorial 
Hospital and the North Carolina Baptist Hospital; a charter 
member and third president of the Concord Rotary Club; died 
Sept. 20, aged 68, of pneumonia. 
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Roane, Edward Sheridan, Richmond, Va.; Howard University 
College of Medicine, Washington, D. C., 1914; died July. 8, aged 
66, of cerebral hemorrhage. 


Ryan, Thomas Emmet ® Ransom, IIl.; Northwestern University 
Medical School, Chicago, 1921; past president of the La Salle 
County Medical Society; died in the Wesley Memorial Hospital, 
Chicago, Sept. 25, aged 58. 


Schwager, Isadore I., Chicago; Chicago College of Medicine and 
Surgery, 1917; also a dentist; died in the Mount Sinai Hospital 
Oct. 12, aged 64, of cerebral thrombosis. 


Slataper, Felician J. ® Houston, Texas; University of Pennsyl- 
yvania Department of Medicine, Philadelphia; 1906; clinical pro- 
fessor of ophthalmology at Baylor University College of Medi- 
cine; served as chief city pathologist and as supervisor of hygiene 
for the city public schools; affiliated with the Jefferson Davis 
Hospital and with St. Joseph’s Hospital, where he died Sept. 17, 
aged 73. 

Spanos, Zacharias J., Pittsburgh; National University of Athens 
School of Medicine, Greece, 1917; died in the Presbyterian 
Hospital Sept. 5, aged 62, of dissecting aortic aneurysm. 


Spielberg, Ignaz, Sunmount, N. Y.; Medizinische Fakultat der 
Universitat, Vienna, Austria, 1925; member of the American 
Trudeau Society; served during World War HI; chief of physical 
medicine and rehabilitation, Veterans Administration Hospital; 
died in Harrisonburg, Va., Sept. 12, aged 53. 


Stevenson, Marion Hope, Bellaire, Mich.; University of Michi- 
gan Medical School, Ann Arbor, 1920; died in the Traverse City 
State Hospital in Traverse City July 29, aged 59, of pulmonary 
thrombosis and laceration of the lung from a fractured rib. 


Storie, Isaac Raymond ® Jamestown, Tenn.; University of 
Tennessee Medical Department, Nashville, 1901; died im Chat- 
tanooga Sept. 1, aged 76, of arteriosclerosis, acute cholecystitis, 
and pulmonary embolism. 


Stotter, Henry Benjamin, Cleveland; University of Wooster 
Medical Department, Cleveland, 1896; veteran of the Spanish- 
American War; died Sept. 12, aged 80, of cerebral hemorrhage. 


Stuart, Garden Clarkson, Eastover, S. C.; University of Virginia 
Department of Medicine, Charlottesville, 1901; died in the 
Columbia (S. C.) Hospital Aug. 23, aged 76, of cerebral hemor- 
thage. 

Sugerman, Maxwell, Owings Mills, Md.; Fordham University 
School of Medicine, New York, 1918; served on the staff of the 
Knickerbocker Hospital! in New York City; died in Baltimore 
Aug. 30, aged 70, of a heart attack. 


Thomas, Warren Evan @ Milford, Ohio; University of Cincin- 
nati College of Medicine, 1930; past president of the Clermont 
County Medical Society; vice-president, staff member, and 
executive board’ member of Our Lady of Mercy Hospital in 
Mariemont; died suddenly Sept. 13, aged 52, of a heart attack. 


Thomasson, William James, Newport, Ky.; Medical College of 
Ohio, Cincinnati, 1893; examining physician for the local Selec- 
tive Service Board during World War I; died in St. Luke’s 
Hospital in: St. Thomas Sept. 1, aged 84, of chronic pyelo- 
nephritis. 

Titus, Charles Israel © Sacramento, Calif.; Denver and Gross 
College of Medicine, 1905; also a pharmacist; served during 
World War I; on the staffs of the Sutter General Hospital and 
the Mercy Hospital;. died Sept. 7, aged 77, of arteriosclerosis. 


Wagner, Isaac Roy ® Gordonsville, Va.; University of Virginia 
Department of Medicine, Charlottesville, 1905; formerly medical 
officer in charge of the Veterans Administration Hospital in 
Oteen, N. C.;. served on the staffs of various other Veterans 
Administration hospitals; died Aug. 17, aged 76, of coronary 
occlusion, 

Walther, Roy Albert ® Overland, Mo.; National University of 
Arts and Sciences Medical Department, St. Louis, 1917; past 
president of the St. Louis County Medical Society; member of 
the. American. Academy of General Practice; died in the 
Missouri Baptist Hospital, St. Louis, Sept. 6, aged: 62, of 
arteriosclerotic: heart disease and. diabetes mellitus, 
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Warden, Horace Frederick William ® Detroit; L.R.C.P. of 
London and M.B.C.S. af England in 1913; on the staff of the 
Delray General Hospital; died July 18, aged 65, of coronary 
thrombosis. 


West, Hugh Hamilton ® Elgin, IIl.; Chicago Homeopathic 
Medical College, 1898; Harvey Medical College, Chicago, 1900; 
an Associate Fellow of the American Medical Association; 
served during World War I; died in the Sherman Hospital 
Aug. 31, aged 84. 


White, William A. © Canton, Ohio; Eclectic Medical Institute, 
Cincinnati, 1897; on the courtesy staff of Aultman and Mercy 
hospitals; died Sept. 25, aged 84, of arteriosclerosis. 


Whiton, Walter Humstone, Neshanic Station, N. J.; born in 
Brooklyn, N. Y., July 2, 1881; Columbia University College of 
Physicians and Surgeons, New York, 1904; served overseas 
during World War I; active for many years in the New Jersey 
Farm Bureau; member of the state rural rehabilitation board; 
served six years as chairman of the Somerset County Draft 
Board; for many years chairman of the Somerset County Library 
Commission; died in Phillipsburg Sept. 1, aged 73, of broncho- 
pneumonia, following cerebral hemorrhage. 


Wilensky, Nathan David. ® Brooklyn; New York Homeopathic 
Medical College and Flower Hospital, New York, 1931; specialist 
certified by the American Board of Internal Medicine; an asso- 
ciate fellow of the American College of Physicians; joint author 
of “Peripheral Vascular Diseases”; affiliated with the Kings 
County Hospital, Jewish Sanitarium and Hospital for Incurables, 
and the Maimonides Hospital, where he died Aug. 30, aged 46, 
of uremia and hypertension. 


Witt, William Henry ® Nashville, Tenn.; Vanderbilt University 
School of Medicine, Nashville, 1894; professor emeritus of 
clinical medicine at his alma mater; served im France during 
World War I; died Sept. 1, aged 88, of coronary thrombosis. 


Young, James John Lee, Yonkers, N. Y.; born March 23, 1876; 
College of Physicians and Surgeons, Baltimore, 1903; wounded 
while in service with the Medical Corps of the U. S. Army in 
France during World War I and received the Purple Heart 
medal and a number of citations; at one time with the U. S. 
Public Health Service; retired chief of medical services at the 
Veterans Administration Hospital in New York City; formerly 
an executive officer at the Veterans Administration Hospital in 
Lake City, Fla.; died Aug. 30, aged 78. 


Zervos, Andonius Skevos ® Akron, Ohio; National University 
of Athens School of Medicine, Greece, 1921; member of the 
American Academy of General Practice; affiliated with Peoples 
and St. Thomas hospitals and with the City Hospital, where he 
died Oct. 7, aged 65, of myocardial infarction. 


Zobrist, Benjamin Franklin ® Assumption, Il.; St. Louis Univer- 
sity School of Medicine, 1906; past president of the Christian 
County Medical Society; served as mayor; for many years 
member of the board of education; member of the draft. board 
during World War II; on the staff of Huber Memorial Hospital 
in Pana; died Sept. 4, aged 74, of heart disease. 


DIED WHILE IN MILITARY SERVICE 








Albert, Joyce Abraham, Concord; Calif.; University of 
Oregon Médical School, Portland, 1930; lieutenant 
colonel in the Medical Corps, U. S. Air Force Reserve; 
ordered to active.duty March 17, 1951; attached ta the 
8th Tactical Hospital in Suwon, Korea; at one time 
associated with the Veterans Administration; served dur- 
ing World War II; died July 28, aged 49, of injuries 
received in an aircraft accident in Korea. 


Schwartz, Edward Norton @ Lieutenant Colonel, U. S. 
Air Force; University of Colorado School of Medicine, 
Denver, 1939; ordered to active duty July 5, 1940; served 
during World War H; attached to the U. S. Air Force 
Hospital at Moody Air Force Base, Ga., where he died 
Aug. 9, aged 40; of coronary thrombosis. 
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FOREIGN LETTERS 


BRAZIL 


Murine Typhus.—At a meeting of the Associagaéo Paulista de 
Medicina Dr. Antonio Anadao reported a high incidence of 
human murine typhus in Grama County, Sao Paulo. The study 
was mainly based on the retrospective serologic diagnosis of 
cases, registered in progressively increasing numbers since 1940, 
of what was considered on clinical basis alone as typhoid fever. 
As the case reports piled up, and more than 50% of the popula- 
tion were at last vaccinated against typhoid, the attention of 
the physicians was drawn to the possibility that they were deal- 
ing with typhus. The complement fixation and the serum agglu- 
tination tests disclosed that the patients had been ill with murine 
typhus. The great growth in the production of cereals and 
potatoes in the county in the last few years had led to a great 
increase in the number of rats, which are the natural reservoir 
of Rickettsia typhi transmitted to man mainly by the rat flea 
(Xenopsylla cheopis), its louse (Polyplex spinulosus), or its tick 
(Liponyssus bacoti). The feces of these arthropods may con- 
taminate food, and when dried may be dispersed as dust. The 
onset of the illness in 30% of the patients observed~by the 
author was associated with pulmonary symptoms. The clinical 
diagnosis is not easy. The onset is insidious, with symptoms 
common to several other diseases, and the rash is limited or 
inapparent. Involvement of the nervous system occurred in 15% 
and photophobia in 90% of the patients. The Weil-Felix re- 
action, though nonspecific, is helpful and was positive in 35% 
of the patients. The best diagnostic reactions are the complement 
fixation and the serum agglutination tests, because besides being 
specific, they give a higher rate of positivity. The complement 
fixation test was positive in 95% of the patients in the author's 
series. The serum agglutination test gives earlier results (20% 
in the author’s series), but, being positive also for Rickettsia 
prowazeki (cross agglutination), should always be checked 
against the other test. Animal inoculation was not used in this 
study. As a rule, the disease was benign and occurred in the 
spring. 


Prostatic Cancer.—Dr. Guerreiro de Faria in Revista brasileira 
de cirurgia (27:35, 1954) reported a case of prostatic cancer with 
sudden death caused by the rupture of a metastatic node in the 
liver. The seriousness of prostatic cancer is due to the difficulty 
of early diagnosis and the occurrence of metastases soon after 
the beginning of the activity of the primary focus-of the dis- 
ease. The diagnostic difficulties are mainly an outcome of the 
shielding effect of the prostatic capsule, rendering careful exami- 
nation difficult. The disease is disseminated through the blood 
stream, the lymphatics, and by direct extension to the urethra, 
bladder, rectum, and even more distant organs. In many patients 
the severity of the prostatic cancer derives mainly from the 
diffusion of the metastases and their insidious development, 
which may lead to death in the most unsuspected manner. 

Dr. de Faria’s patient was 58 years old and had only slight 
symptoms of prostatism. He was particularly worried about the 
recent development of impotence. A tentative diagnosis of 
prostatic cancer was made in the outpatient department, and 
he was immediately hospitalized. On admission the patient 
appeared to be fairly well. He had a projecting but painless 
abdomen and complained of constipation and tenderness in the 
right hypochondrium. The liver was greatly enlarged, and there 
were signs of peritoneal effusion. The erythrocyte. count was 
4,380,000 per cubic millimeter on admission but fell to 2,680,000 
five days later, when the patient complained of epigastric pain. 
While waiting the results of several laboratory examinations in 
prepatation for operation he fainted and died suddenly with 
symptoms of internal hemorrhage. At autopsy the peritoneal 
cavity was found to contain about 2 liters of blood. The liver 
showed a linear rupture of one of the metastatic nodes. 





The items in these letters are contributed by regular correspondents in the 
various foreign countries. 


The QRS Complex in Trypanosomiasis.—-Dr. Silvio Carvalha| 
and his co-workers of the department of Medicine of the Sjo 
Paulo Paulista Medical School were so impressed by the fre. 
quent occurrence in patients with chronic trypanosomiasis of 
a necrotic lesion of the apex of the heart that they studied the 
electrocardiogram of the patients with this type of lesion. They 
found a lowering of the potential of the R-waye in the pre. 
cordial leads between V; and V; to be characteristic of this dis. 
ease (Hospital, Rio de Janeiro 45:161, 1954). Depending on the 
extent of the damage and the anatomic position of the heart, 
the R-wave’s lowest potential may be found in Vs, V;, V., or \;. 
In at least one of these leads, the amplitude of R is smaller 
than in the lead immediately preceding. In 20 of 23 patients 
with trypanosomal myocarditis examined at autopsy, necrosis 
of the apex was found. The pathogenesis of this lesion is stil} 
in doubt. From examination of microszopic sections the authors 
concluded that the apical lesions depend not only on necrotic 
action caused by the inflammatory process but also on a de- 
ficiency in the coronary circulation. The findings in a search for 
gross coronary atheros-zlerosis are almost always normal. It is 
even unlikely that atherosclerosis is the chief cause, because most 
of these patients with advanced cardiac damage were relatively 
young. On the other hand, there was no good evidence that the 
lesions were caused by a myocardial inflammatory process. 


CHILE 


New Oral Nonmercurial Diuretic.—At a meeting of the Chilean 
Heart Society Prof. F. Rojas V. and his co-workers reported 
the results in 30 patients treated with Diamox (acetozoleamide), 
All patients had congestive heart failure of various causes, re- 
quiring the frequent use of mercurial diuretics. In most of them 
the disease had been controlled for long periods prior to the start 
of the new therapy. The administration of mercurial or xanthine 
diuretics and ammonium chioride was discontinued. The patients’ 
salt intake was restricted, cardiac tonics were given, and ordinary 
physical activity was permitted. They were given 250 mg. of 
Diamox daily for 1 to 12 months. In 13 patients a complete 
electrolytic study of blood and urine was performed prior to 
and at one month intervals during treatment. During the same 
period the urinary output, body weight, venous pressure, and 
vital capacity were measured daily. In some of the patients 
temporary interruptions of therapy with the drug were made as 
a control. In two patients Diamox was replaced by theobromine 
calcium salicylate and in two others by a placebo. During the 
first days following the use of the drug a greater diuresis was 
observed than that noted later. This increased urinary output 
coincided with a loss in body weight. 

In all patients in whom the drug was withdrawn as a control 
a decrease in the average daily urinary output and an increase 
in body weight was seen. In most of the patients a decrease in 
serum sodium level was observed, but in none was it severe 
enough to produce symptoms. An increase in the urinary ex- 
cretion of sodium was also seen. Kaliemia decreased in most 
patients, but this did not produce any clinical manifestations. 
Kaliuria was always high. No constant variation in serum 
chloride level was seen. The serum bicarbonate level was de- 
creased in all patients, and in one who received Diamox for nine 
months, the acidosis thus produced coincided with a frank de- 
crease in the diuretic effect of the drug. 

The speakers concluded that Diamox has a frank diuretic action 
and in this sense is of great help in the treatment of congestive 
heart failure. Its immediate action is not as marked as that of 
mercurial diuretics, but the possibility of daily administration 
permits a good continuous diuresis and thus avoids the sudden 
depletions that follow mercurial administration and are so un- 
pleasant to most patients. From the electrolytic point of view, 
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diuresis with Diamox differs from that produced by mercurials 
in that the drug is rich in potassium as well as in sodium. This 
must be kept in mind in order to keep the patients in electrolyte 
balance. 


Congenital Heart Disease in Children.—Of 463 children with 
congenital heart disease in the Roberto del Rio Hospital, 59 
were operated on between 1949 and 1953. Dr. G. Duffau and 
his co-workers, writing in the Revista Médica de Chile (May, 
1954), classified these patients as having patent ductus arteriosus, 
34: tetralogy of Fallot, 13; tricuspid atresia, 5; coarctation of 
the aorta, 3; pulmonary stenosis, 2; coarctation of the aorta and 
patent ductus arteriosus, 1; and interauricular septal defect 
associated with mitral stenosis, 1. Of the 34 with patent ductus 
arteriosus, the average age at the time of operation was about 
7% years. In 17 of these patients there were no symptoms, and 
the diagnosis was made in the course of a routine examination. 
In the others, dyspnea was present in 15, followed by epistaxis, 
bronchopneumonic episodes, and a depression of the weight and 
height curve. Peripheral arterial signs were observed in only 19 
and heart failure in only 4. A continuous murmur in the second 
left intercostal space was found in 33 patients; the electrocardio- 
gram did not show any axis deviation in 27; and the roentgeno- 
gram of the heart was normal in 10. A ligature of the ductus 
was performed in these patients, and the operation was well 
tolerated. Only one of the patients died. 


Of the 13 patients with tetralogy of Fallot, 6 were less than 
4 years old at the time of operation. Ten had dyspnea of varying 
degrees, and all had cyanosis. A systolic mesocardiac murmur 
was found in 11 patients, but the other 2 had no murmurs. In 
all patients the electrocardiogram showed signs of right ventricu- 
lar hypertrophy. The Blalock-Taussig operation was used in 10 
and the Potts operation in one. After the operation some of the 
symptoms and signs disappeared and others decreased. Cyanosis 
decreased in six patients and disappeared in five. The most strik- 
ing effect was the relief from dyspnea. The systolic mesocardiac 
murmur was replaced by a continuous mesocardiac murmur. The 
hyperglobulia seen in most of the patients disappeared after the 
operation. 

The five patients with tricuspid atresia all had a greater 
dyspnea, cyanosis, and hyperglobulia than did those with the 
tetralogy of Fallot. The Blalock type of operation was done in 
four and the Potts operation in one. The operation gave only 
partial relief. Of the three girls with coarctation of the aorta, 
all had hypertension in the upper half of the body and hypo- 
tension in the lower half. Professor Craford’s operation was used. 
One died, but in the other two all the signs and symptoms dis- 
appeared after the operation. A Brock operation was performed 
on the two patients with pulmonary stenosis, thereby greatly 
increasing their physical capacity. 


Rheumatic Fever.—Prof. Julio Meneghello, writing in the May 
issue of the Revista médica de Chile, stated that the morbidity 
from rheumatic fever in school children is 1.14% and represents 
23% of the admissions to the medical ward of the Hospital 
Arriaran for children. Early diagnosis is of great importance in 
the prevention of disabling sequelae. Fever and arthralgia were 
present in the great majority. Anorexia, pallor, asthenia, sweat- 
ing, headaches, loss of weight, epistaxis, arthritis, myalgia, pre- 
cordial pain, palpation, dyspnea, edema, abdominal pain, and 
chorea were found in varying frequencies. Heart damage was 
found in about 75% of the patients. Its intensity was in general 
inversely proportional to the age of the patient. 


In most of the children inactivation of the episode was ob- 
served after two to eight weeks of treatment with salicylates. 
No evident relation between the promptness of the institution of 
the treatment and the length of time necessary to reach inactiva- 
tion was seen. The analysis of the results seemed to show that 
treatment with salicylates did not alter substantially the evolution 
of the episode nor did it prevent damage to the heart. When 
cortisone was used, fever and joint pains usually disappeared 
after two to five days. Signs of active carditis disappeared after 
one to four weeks. The sedimentation rate became normal in 
Practically all patients at the end of the sixth week of treatment, 
whether salicylates or cortisone was given. 
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DENMARK 


Febrile Convulsions in Childhood.—Three recent articles in the 
Danish medical press show how difficult it is to forecast the 
incidence of epilepsy among children suffering from febrile con- 
vulsions. Here American and Danish observations and conclu- 
sions seem to be in striking conflict. Representing the American 
outlook, Peterman believes that about 74% of the children who 
suffer from febrile convulsions have electroencephalographic 
signs of some organic brain lesion. On the other hand, various 
Scandinavian observers have found only 3 to 5% of their 
children with febrile convulsions suffering from epilepsy later. 
At the Sundby Hospital in Denmark, Drs. C. Friderichsen and 
J. Melchior have followed the careers of 405 patients who 
suffered from febrile convulsions during a 16 year period begin- 
ning Jan. 1, 1938. They have excluded from this study all 
patients in whom the cause of the convulsions could be dis- 
covered, whether it was some birth trauma, encephalitis, menin- 
gitis, or other condition. In the material thus sifted out they 
found that the febrile convulsions had occurred during the first 
three years of life in 82% of the patients, the commonest age 
being about 18 months. The fever could be traced in 62% of 
the patients to acute diseases of the upper respiratory tract. 
Answers were received to 282 of the follow-up questionnaires. 
It was found that 193 had had a clean bill of health since dis- 
charge from the hospital. Epilepsy was diagnosed in only seven 
patients, and two more were being observed for epilepsy. In the 
light of Peterman’s observation, these figures are reassuring. 


Another study comes from the electroencephalographic labora- 
tory of the Queen Louise’s Children’s Hospital, where Drs. 
Ragnhild Bjerglund and Sven Brandt have found abnormal 
electroencephalographic readings in 32 of 129 children who had 
suffered from febrile convulsions. They concluded that such 
convulsions must be interpreted as epileptic seizures, although 
they usually represent a mild form of epilepsy, with a fairly 
good prognosis. They recommend electroencephalographic 
screening of subjects with febrile convulsions to enable selected 
patients to profit from early and adequate antiepileptic treatment. 
These two studies and an editorial published in Ugeskrift for 
leeger for Oct. 7, 1954, help to show how much important di- 
vergence of opinion depends on differences in the classification 
of cases of febrile convulsions in childhood. 


Partnership Versus Single Practice —At the annual meeting of 
the Danish Medical Association held in August the main topic 
for discussion was: “Is the present form of medical practice 
satisfactory?” Partnership practice is comparatively new in 
Denmark, and at present there are only about 100 such practices, 
many of which are less than five years old. While there are only 
six partnership practices run by father and son, there are 24 in 
which the partners are husband and wife. In one city with a 
population of 150,000, different teams of physicians work in 
harmony with each other, and when a newcomer appears on the 
scene, he may be invited to join a team. Older members of a 
team are given special privileges to meet personal requirements. 
In another community, with a population of 20,000, the physi- 
cians work independently of each other, and some of them 
hardly know each other. There may be no feuds, and the 
relations between various physicians may be quite correct, but 
there is no organized cooperation. One speaker stated that he 
had worked alone to begin with and that his work in partnership 
during the past five years had been, and still was, vastly more 
satisfying. Another speaker with six years’ experience of partner- 
ship, after working alone, was also appreciative of team work, 
which, though it might not be ideal, was a useful means for 
improving the conditions under which physicians live and 
practice. With regard to the attitude of patients to the choice 
between a physician in practice alone and a member of a team, 
it was pointed out that the growing dimensions of a team 
practice indicate appreciation of it by the public. 


Index Medicus Danicus.—The Index Medicus Danicus, written 
in English, is a current, annotated, and selective bibliography of 
Danish medical literature. It includes all medical books recently 
published in Denmark, as well as articles in the Danish medical 
press. It does not concern itself with medical articles of a popular 
character nor with abstracts and book reviews, but it does include 
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medical articles by Danish authors in foreign journals. The main 
text is concerned with 34 different subjects such as general 
medicine, surgery, pediatrics, and immunology. The latest issue 
of the index (vol. 3, no. 1) covers the period January to July, 
1954, and is published as a supplement to the Danish Medical 
Bulletin. The index should prove of great assistance to readers 
not familiar with the Danish language and dependent on their 
knowledge of English. The value of the index is greatly enhanced 
by the short summaries it gives of each publication quoted. 


ENGLAND 


Aerial Transport of Tuberculous Patients.—In 1951, in order 
to assist in overcoming the shortage of sanatorium beds in 
Scotland, arrangements were made by the Department of Health 
for Scotland for a certain number of tuberculous patients to be 
treated in Swiss sanatoriums. These patients were flown from 
Scotland to Switzerland, and a full account of this airlift has 
just been published by A. S. R. Peffers (Health Bull. Dept. 
Health for Scotland 12:59, 1954). The type of aircraft used was 
an Argonaut, which is pressurized with a differential pressure 
of 4.12 lb. per square inch. The aircraft normally operates at 
the optimum cabin differential of 3.5 to 4 Ilb., which gives a 
cabin altitude of 5,000 ft. while the plane is flying at 15,000 ft. 
The Swiss sanatoriums are 5,000 ft. above sea level. Since the 
institution of the scheme, 824 patients have been flown to 
Switzerland and 536 from Switzerland back to Scotland. Each 
year flights were suspended during the first three months of the 
year because of bad weather. The patients were all adults who 
had tittle or no previous treatment and were suffering from 
pulmonary tuberculosis of moderate severity. The duration of 
stay in Switzerland ranged from 6 to 12 months. In those in 
whom pneumothorax or pneumoperitoneum had been induced, 
it was recommended that they should not have a refill for a 
period of at least seven days before the flight home. When there 
was any question of mediastinal fixation, the lung had to be 
three-quarters expanded before the date of travel. 

The incidence of air sickness was between 3% and 4% 
(compared with the usually quoted figure of 0.6% for world- 
wide commercial air travel). This relatively high incidence is 
attributed to a combination of several factors, including the fact 
that these were ill patients; they lacked previous experience of 
flying; there were poor weather conditions; and there was care- 
ful medical supervision, so that minor degrees of motion sick- 
ness were recorded. All patients were given 0.6 mg. of hyoscine 
hydrobromide one hour before travel. This had the added ad- 
vantage of reducing the amount of sputum during the flight. 
Other than the cases of air sickness, no serious medical problems 
arose en route. The medical equipment carried included two 
750-liter bottles of oxygen in a special portable light metal 
container; a sterile pneumothorax set for use in case an artificial 
pneumothorax had to be decompressed; ampules of nikethamide 
(Coramine) and “Omnopon” (the total alkaloids of opium as 
soluble hydrochlorides); sterile needles and syringes; anti-air- 
sickness tablets; smelling salts; aspirin; and first-aid equipment. 

All food containers and feeding utensils, including cutlery, 
were made of waxed cardboard or plastic and destroyed at the 
end of the flight. To reduce the risk of infection, all superfluous 
fittings, such as headrest covers, were dispensed with. Each 
patient was provided with a sputum mug containing a suitable 
antiseptic. To prevent hand basins, waste runways, and toilets 
becoming contaminated, a well-known germicidal noncorrosive 
disinfectant (Rideal-Walker coefficient 3) was allowed to run 
through the normal waste and drainage systems. Immediately 
after each flight the entire interior of the plane was hermetically 
sealed off and sprayed with a 5% solution of formaldehyde 
(Formalin) solution, and left sealed for 30 minutes. The crew 
consisted of the captain, first officer, navigation officer, radio 
officer, and a stewardess who had experience in hospital nursing. 
All were volunteers, and. their chests were examined by x-ray 
every six months. There were also two physicians on board, one 
supplied by the airline and one by the Department of Health. 





Medicinal Tablets.—In discussing “the standardization of medi- 
cimal tablets” at the British Pharmaceutical Conference, Mr. 
T. C. Denston, secretary of the British Pharmacopoeia Commis- 
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sion, pointed out that until 1945 only one kind of tablet, glycery] 
trinitrate (nitroglycerin tablets), was included in the British 
Pharmacopoeia. The seventh addendum to the British Pharma- 
copoeia, however, published in 1945, described 35 tablets. This 
number is steadily increasing; in the 1953 Pharmacopoeia there 
are 63 tablet monographs, and it is proposed to include 72 jn 
the British Pharmaceutical Codex, 1954. The Danish Pharma- 
copeia, 1948, with addendum 1952, describes 99 tablets. On the 
other hand, there are no monographs on individual tablets jn 
the pharmacopeias of Argentine (1943), Belgium (1951 supple- 
ment), France (1949) or Turkey (1948). 

The British Pharmacopoeia imposes no requirements for the 
dimensions of tablets or their total weight, and concern is ex- 
pressed at the variation in these respects of a given tablet as 
made by different manufacturers. The trade association of the 
pharmaceutical manufacturers has issued a detailed schedule of 
die sizes and total weights for 250 different tablets, but these 
recommendations have not been universally adopted. Attention 
is drawn to the “strong objections from both pharmaceutical and 
medical considerations” to the coloring of tablets, which en- 
courages reliance on identification by appearance instead of by 
the reading of label. The more the practice.of coloring is adopted, 
the greater this danger. Further, experience has shown that some 
manufacturers are not always able to produce or maintain a 
particular shade, and variation in appearance between different 
batches may be conspicuous. Most important is the enhanced 
danger to infants and young children from brightly colored 
tablets. Official specifications for the composition of enteric 
coatings have not hitherto been provided. It is proposed to in- 
clude such a test in the new edition of the British Pharmaceutical 
Codex. The test consists of two parts: in the first part the tablet 
is immersed for three hours in a pepsin solution; there should 
be no disintegration of the tablet. The tablet is then immersed 
in a solution of pancreatin for one hour, and in this the tablet 
must disintegrate completely. 

In a paper on the preparation of medicinal tablets, Mr. H. 
Burlinson pointed out what a relatively recent innovation the 
tablet was in pharmacy. In 1843 a patent was granted to William 
Brockendon for a machine designed for shaping pills, lozenges, 
and black lead by pressure in a die. It was a long time before 
tablets replaced the traditional pill, powder, and cachet, and 
as recently as 1932 an editorial in the Pharmaceutical Journal 
predicted that they had had their day. Now they constitute 
practically a third of all dispensed medicines. They have the 
advantage that they provide accuracy of dosage, and medicines 
in tablet form eliminate the use of domestic teaspoons, thus 
ensuring that the patient receives the intended dose; they main- 
tain their potency for a long time if properly made and packed; 
they are convenient in that they can be dispensed rapidly, and 
their small bulk makes them acceptable to the patient and helps 
to maintain regularity of treatment; and they are economical in 
that few pharmaceutical preparations Jend themselves so readily 
to manufacture by mass production methods, thereby lowering 
the cost of medication. 


Prescribing in the National Health Service.—In his address to 
the British Pharmaceutical Conference at Oxford, the chairman, 
Dr. H. Davis, chief pharmacist to the Ministry of Health, re- 
viewed the effect of the National Health Service on prescribing 
habits and on pharmacy in general. Over 90% of the nation’s 
prescriptions are now dispensed under the National Health 
Service. Prior to this, the only figures available to the Ministry 
of Health were those pertaining to prescriptions under the 
National Insurance Act, which only applied to the wage earning 
section of the community. An analysis of types of phamaceutical 
preparations prescribed, based on a sample of about 100,000 
prescriptions from England and Wales, showed a striking de- 
crease in the proportion of mixtures and an increase in the 
proportion of tablets and of proprietary preparations. 

The changes in the type of dispensing are further exemplified 
by the analysis of a group of 136,280 prescriptions, including 
those for appliances, which constitute about 8% annually, for 
January, 1953. In this group there were 4 prescriptions for 
cachets, 4 for hard gelatine capsules, 49 for individually wrapped 
powders, 16 for handmade pills, and 1 for suppositories. This 
denotes a marked change in the practice of dispensing, and Dr. 
Davis comments: “In order to maintain and advance our position 
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we must be able to discuss intelligently the new medicaments 
with other members of the health service, the general practition- 
ers in particular. He cannot keep pace with the . . . modes of 
administration and presentation including the stability of the 
dispensed product. The obvious supplier of this information is 
the retail pharmacist and I maintain it is the duty of all in 
practice to keep themselves well informed on important new 
products.” 

The average prescription cost was about 56 cents in this 
country and about $2 in the United States; the cost per capita 
was $3.08 here and $5.10 in the States. In discussing hospital 
pharmacy, Dr. Davis pointed out that in the old days “the 
pharmacist was the dispenser and a dispenser was a person who 
dwelt in a dispensary and dispensed medicines.” Today the 
position is completely changed: “There is still much routine 
dispensing to be done, but even that differs considerably from 
the dispensing of yesterday. But more and more the pharmacist’s 
office becomes the hub of ‘therapeutics in the hospital. The ever- 
growing collection of new drugs, many of them complex organic 
chemicals, makes it more and more difficult for the prescriber 
to keep pace with them. When he seeks information he invariably 
goes to the hospital pharmacist whose most valuable service to 
the hospital can be erected on an up-to-date knowledge of 
modern advances in therapeutics. The brightest feature of 
modern hospital pharmacy is the way in which the pharmacist 
is brought into close personal touch with his medical colleagues 
as a result of his building up a reputation for an encyclopaedic 
knowledge of modern medicaments.” 


Resettling the Disabled.—The annual report of the Ministry of 
Labour and National Service for 1953 shows that the number 
of registered disabled persons had fallen from 875,043 in 1952 
to 848,357. The disability was surgical in 40.3% (amputation 
of limbs accounted for 8.2%), medical in 38.5% (arthritis 
4.2%, respiratory tuberculosis 6.2%), and psychiatric in 4.8%. 
During the year, 8,029 men and 1,051 women passed through 
the 14 industrial rehabilitation units now functioning: 78.3% 
of these were persons whose need for rehabilitation arose from 
recent sickness; 18.3% were persons with long-standing dis- 
abilities; and 3.4% were able-bodied unemployed persons with 
poor employment records in whom it was felt that employment 
prospects could be improved by a course of industrial re- 
habilitation. Of the entire group, 18.2% had respiratory tuber- 
culosis, 11.1% had psychoneurosis, 17.8% had injuries of the 
head or injuries or diseases of the trunk, limbs, and spine (other 
than tuberculosis), and 12.3% had diseases of the cardiovascular 
or respiratory systems (other than tuberculosis). During the year, 
73.5% of those who completed courses began employment 


‘ within three months of leaving a unit or began courses of train- 


ing likely to lead to satisfactory employment. 

A follow-up of 11,437 persons registered under the Disabled 
Persons (Employment) Act showed that 73.9% were satisfac- 
torily placed, 5.5% were in employment that was not considered 
satisfactory, 10.6% were unemployed, and 10% did not reply 
to the questionnaire. The number of registered disabled persons 
unemployed at the end of the year was 49,814, including 24,035 
who had served in the armed forces (the comparable figure for 
1952 was 60,286). Of the total number of unemployed, 44,369 
were classified as capable of ordinary employment, and 5,445. 
as unlikely to obtain employment except under sheltered con- 
ditions. 

Remploy Limited is a nonprofit company established by the 
government to provide employment facilities for registered dis- 
abled persons who can work only under sheltered conditions. 
There are 90 such factories throughout the country, employing 
6,314 disabled persons; 7 of the factories are reserved for 
tuberculous subjects. At seven of the factories, schemes for 
home-workers are in operation, providing employment for 124 
persons. At the end of the year, 3,988 blind persons were 
employed in the 69 workshops for the blind in the country: 23 
of these workshops are controlled by local authorities, and 46 
are managed by voluntary organizations. 


Myxomatosis and Man.—Last fall, Dr. E. J. Moynahan, of the 
dermatological department of Guy’s Hospital, was asked by the 
Ministry of Health to see a pest control officer who was alleged 
to have acquired myxomatosis from infected rabbits.. The diag- 
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nosis was not confirmed, and details of the case have just been 
published (Guy’s Hosp. Gaz. 68:391, 1954). The patient had 
been engaged in the destruction and disposal of rabbits infected 
with myxomatosis in the original outbreak of the disease in these 
islands. Conjunctivitis of one eye developed, which responded 
to treatment by his physician, but a few days later a bullous 
eruption developed on the face, associated with submental 
lymphadenitis. This was aggravated, rather than relieved, by 
penicillin cream. The patient’s wife became convinced that her 
husband had myxomatosis and reported the matter to the press, 
with the inevitable publicity, including an appearance of the 
patient on television. It was at this stage that Dr. Moynahan 
was called in by the Ministry of Health to report on the case. 
When the patient was seen at this time, there were a few crusted 
impetiginous lesions on the chin, with a littke edema, and the 
submental glands were still enlarged. The conjunctivas were 
clear, and pulse and temperature were normal. 


Dr. Moynahan stated that there had been several reports of 
human infection but that there was no evidence that any animal, 
other than rabbits and hares, can be infected. No case diagnosed 
as such in human beings had been subsequently confirmed. He 
considered that: “It is impossible to say that no human cases 
of myxomatosis will occur, particularly as the virus seems to be 
unstable, but it is highly unlikely.” The conditions to be borne 
in mind in differential diagnosis, because of their superficial 
resemblance to the disease in the rabbit, are: bullous erythema 
multiforme, Stevens-Johnson’s syndrome, atypical cases of 
chickenpox and smallpox, foot and mouth disease, bullous 
dermatitis herpetiformis, and early cases of pemphigus. He also 
drew attention to the possibility of localized infection owing to 
common pyogenic organisms occurring on the hands of persons 
who have handled infected rabbits and self-diagnosed as 
myxomatosis by the patient or relatives. “Such Jesions are not 
uncommon in those who handle animals of all kinds, but when 
public emotion is raised to a high pitch, as it has been over 
myxomatosis, the importance of recognizing them for what they 
are cannot be overstressed.” 


Sterilizing Eyedrops.—The National Formulary generally fol- 
lows the lead of the British Pharmaceutical Codex regarding the 
use of bacteriostatic agents, with Liquor pro Guttis B.P.C. 
(0.023% of methyl hydroxybenzoate and 0.011% of propyl 
hydroxybenzoate in freshly boiled and cooled distilled water) 
as the general solvent for eyedrops. The official fluorescein eye- 
drops are not required to contain any bacteriostatic or germicidal 
agent, the vehicle consisting simply of a solution of sodium 
chloride in sterilized distilled water. The eye lotions in the 
National Formulary contain no preservative. Criticism of this 
state of affairs is expressed by M. Klein and co-workers (J. 
Pharm. & Pharmacol. 6:725, 1954) who express the view that 
“in view of the increasing incidence of eye infections reported 
by different authorities from many parts of the world, more 
stringent standards seem desirable.” They recommend that “eye- 
drops used in hospital wards, outpatient departments and factory 
medical rooms should be prepared with bactericidal preserva- 
tives.” For eyedrops used by individual patients a bacteriostatic 
agent may be permissible, but “for reasons of safety and to make 
it as foolproof as possible a uniform procedure using a bacteri- 
cidal preservative is recommended.” 


The quaternary ammonium compounds, although bactericidal, 
are not recommended because of their effect on the cornea. The 
mercurial compounds, merthiolate (0.005%) and phenylmercuric 
acetate and nitrate (0.005%), which are bactericidal, fungicidal, 
and nontoxic, are recommended for physostigmine and sodium 
fluorescein, which are most liable to contamination with Pseudo- 
monas aeruginosa, and for methylcellulose eyedrops, which are 
likely to be contaminated by molds. Although a saturated solu- 
tion (about 0.8%) of chlorbutanol is safe and recommended, its 
use requires great care, as it cannot be heated without detriment. 
Chlorocresol, 0.1%, is safe but causes smarting in this concen- 
tration; 0.03% kills P. aeruginosa within 24 hours. The 
p-hydroxybenzoates in 0.1% solution are reliable for most of 
the eyedrops, except fluorescein. Phenethyl alcohol is nontoxic 
in 0.5% concentration but much quicker in action at 0.6%. 
Further clinical trials are needed with this promising preserva- 
tive. For cortisone eyedrops, 0.9% benzyl alcohol is recom- 
mended. 
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Pyogenic Meningitis.—In a series of 112 patients with pyogenic 
meningitis seen between 1948 and 1953 G. D. W. McKendrick 
(Lancet 2:510, 1954) records a mortality of 6.6%. There were 
49 patients with meningococcic meningitis, aged 4 months to 59 
years, with no deaths. Treatment consisted of a soluble sulfon- 
amide (usually sulfamethazine) given intramuscularly in full 
doses until vomiting stopped, when it was replaced by full doses 
of Sulfatriad (37.5% sulfadiazine, 37.5% sulfathiazole, 25% 
sulfamerazine) given orally. After five days a reduced dose was 
given for two days, the total course lasting seven days. Penicillin 
was only given to patients in coma and those with clinical evi- 
dence of septicemia. They received 320,000 units of procaine 
penicillin and 100,000 units of crystalline penicillin every 12 
hours for two to five days. There were 35 patients with pneumo- 
coccic meningitis, aged 7 months to 71 years (20 were under 
the age of 10 years), with three deaths. Treatment consisted of 
intramuscular injections of 200,000 units of penicillin every four 
hours for 10 to 14 days, intrathecal injections of 20,000 units 
of penicillin daily for 10 days and a sulfonamide in full doses 
for seven days. The importance of intrathecal treatment in these 
patients was emphasized in spite of American opposition. There 
were 17 patients with hemophilus meningitis, 12 of whom were 
under the age of 4 years, with one death. Treatment consisted 
of intramuscular injections of streptomycin in full doses for 10 
to 14 days, intrathecal injections of 50 to 100 mg. of strepto- 
mycin daily for 10 days, and sulfadiazine in full doses for 7 
days. The remainder consisted of: five patients with staphylo- 
coccic meningitis, with two deaths; one with streptococcic menin- 
gitis (fatal); one with proteus meningitis, treated with chlor- 
amphenicol (recovered); one of mixed meningitis (fatal); and 
three with meningitis of uncertain cause, all of whom recovered. 


St. Mary’s Hospital Medical School.—St. Mary’s Hospital 
Medical School is celebrating its centenary this year. Many 
famous names have been included among the members of its 
staff. Its origin had a direct association with William Hunter’s 
Great Windmill Street School of Anatomy. One of the original 
members of the surgical staff was Samuel Lane, who had studied 
at this famous school. At St. Mary’s, A. D. Waller first demon- 
strated the electrical reactions of the human heart, thus laying 
the foundations of electrocardiography. Another famous physi- 
ologist was Burdon-Sanderson, who was medical superintendent 
of the hospital in its early days, lecturer in botany in 1854-1855, 
and lecturer in forensic medicine from 1854 to 1862. Among the 
well-known clinicians who have served on the staff have been 
Sir William Broadbent (Broadbent’s sign), Braxton Hicks of 
obstetric version fame, and F. J. Poynton, the distinguished 
pediatrician. In forensic medicine, St. Mary’s has been the home 
of Sir Bernard Spilsbury and Dr. Roche Lynch, but, perhaps the 
most famous of ail its sons are Sir Almroth Wright and Sir 
Alexander Fleming. St. Mary’s has been equally renowned in 
the field of athletics: among its graduates it can number four 
captains of the English Rugby team, as well as two English blues, 
two Welsh blues, and one Irish blue, while its athletic club has 
had three Olympic competitors among its members: Sir Arthur 
Porritt (now a member of the surgical staff), J. F. Lovelock, and 
Roger Bannister. 


Postal Diagnosis.—In his report for the second quarter of 1954, 
the Birmingham city analyst gives details of a case of postal 
diagnosis. A patient answered an advertisement that offered a 
cure for skin diseases. In reply he was told that he was suffering 
from psoriasis and was sent a mixture, pills, powders, lotions, 
and an ointment for which he was charged $17.65. On analysis, 
the mixture was found to be a 3% solution of potassium iodide 
in water, colored red; the pills were essentially potassium nitrate 
and capsicum; the powders were boric acid; the scalp lotion was 
a 32% solution of soap in alcohol; a scalp ointment contained 
3.2% sulfur in a soft paraffin base, and another ointment con- 
tained tar in a soft paraffin base. The actual cost of the whole 
lot was about 20 cents. After three weeks’ treatment the patient 
reported that the condition was spreading and was sent a further 
supply of medicaments at a charge of $4.50 and told that atten- 
tion to diet was desirable and that advice could be given on this 
if required. Apparently, neither of the two persons who carried 
on the correspondence was medically qualified, and they in- 





J.A.M.A., Nov. 27, 1954 


formed the patient that the medicines they sent were not for any 
form of “bodily illness,” and that in such cases a physician 
should be consulted. 


Emergency Bed Service.—The annual report of the London 
Emergency Bed Service, which is run by the King Edward’. 
Hospital Fund for London, for the year ended March 31, 1954. 
shows that the total number of applications received during the 
year was 66,457, made up of 55,291 general acute cases, 9,72() 
infectious cases, and 1,446 chronic sick cases. Of the 55,29) 
general acute cases 50,867 were admitted. An analysis of the 
figures for the winter period (November to March, inclusive) 
shows that 90.7% were admitted, but this percentage varied to 
a certain extent with the age group. Thus, 99.8% of those under 
the age of 20 were admitted, compared with 84.9% of those 
over the age of 80. The average time taken to admit a case last 
winter was 29 minutes, and for each case it was necessary to 
approach an average of 2.8 hospitals. 


Salmonella and Tortoises——In 1951 an imported tortoise was 
thought to be the source of enteric infection in a child. This was 
subsequently disproved, but in the process the feces of {7 
imported tortoises were investigated, and from these, nine new 
Salmonella specimens were isolated: S. bleadon, S. marylebone. 
S. rowbarton, S. uphill, S. weston, S. taunton, S. clifton, S. lang- 
ford, and S. sarajane. Full details of these nine new types are 
given by S. Hilda Douglas and Joan Taylor (Month. Bull. Min. 
Health 13:158, 1954), including their antigenic formulas. Al! 
gave the general biochemical reactions of Salmonella species. 
S. clifton fermented salicin in 12 days; S. bleadon, S. uphill, and 
S. clifton liquefied gelatin slowly, and S. marylebone produced 
indole. 


The Royal Marsden Hospital.—For many years unofficial dis- 
cussions have been going on as to whether or not the Royal 
Cancer Hospital in London should change its name. The pro- 
tagonists of change pointed out the unfortunate psychological 
effect on the patient of being told that he or she was being 
admitted to a cancer hospital. At last a decision has been taken 
on this point, and the Minister of Health has promulgated an 
order changing the name of the teaching hospital known as the 
Royal Cancer Hospital to the Royal Marsden Hospital as of 
Oct. 1, 1954. 


MEXICO 


Atresia of the Esophagus.—In December, 1949, the first patient 
with esophageal atresia with tracheoesophageal fistula was suc- 
cessfully operated on at the Hospital Infantil de Mexico. This 
was accomplished by primary anastomosis through the extra- 
pleural route. Since then 29 similar cases have been studied and 
treated in that institution. An analysis of the clinical data and 
of the results of treatment was reported by Drs. Carlos Sarifana, 
Francisco Beltran, and Francisco Leén Diaz in the August, 
1954, issue of the Boletin Médico del Hospital Infantil (vol. 11, 
pages 383-387). Primary anastomosis and ligation of the fistula 
was carried out in 27 of these patients. In the seven patients 
treated up to January, 1952, the extrapleural route was used, and 
in the 22 patients treated since then, the transpleural route was 
used. In this last group there was a mortality of 74%. The 
average weight of the infants subjected to operation was 2.3 kg. 
Only five were treated surgically during the first 24 hours after 
birth; 16 were treated between two and six days after birth; and 
six were treated after they were 6 days old. Eighteen were boys, 
and nine were girls. In none of these patients was there a history 
of the mother having had virus infection during the first three 
months of pregnancy. The associated anomalies included anorec- 
tal malformation in two patients, and mongolism, hypospadias, 
agenesis of the left thumb, agenesis of the sternocleidomastoid 
muscle and index finger, and hemivertebra and rib fusion each 
in one patient. Of those patients who died, all had broncho- 
pneumonia and pulmonary edema. Of those who survived the 
operation, esophageal stenosis developed in four at the site of 
the anastomosis. This was treated by retrograde dilation. Trans- 
pleural primary anastomosis with a gastrostomy is the procedure 
of choice in this condition. 
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HYPOSPLENISM 
To the Editor:—Since Doan first called attention to the syndrome 
of hypersplenism, the existence of this entity has been confirmed 
by numerous observers. The beneficial effect of splenectomy in 
persons who have pancytopenia of this origin is further evidence 
supporting the concept of hypersplenism as a clinical entity. 
Surprisingly, up to now no note has been taken of the opposite 
clinical syndrome; in fact, the word hyposplenism does not 
appear in any of the standard medical dictionaries. Theoretically, 
persons with hyposplenism would be expected to show a high 
red blood cell count, high hemoglobin concentration, high leuko- 
cyte count, and high platelet count. Recently I had occasion to 
study a woman who had had a splenectomy performed two 
years previously and who showed all these findings and, in addi- 
tion, had the very low sedimentation rate, by both Westergren 
and Wintrobe-Landsberg methods, of only 1 mm. per hour. 
But these are also the findings of polycythemia vera. This sug- 
gests that some, if not all, cases of polycythemia vera, or essen- 
tial erythremia, represent examples of hyposplenism or dys- 
splenism. If so, this condition should respond to injections of 
suitably prepared splenic extracts. It is intended, therefore, to 
study the effect of injections of splenic extracts in polycythemia 
vera, using extracts assayed in experimental animals on the 
basis of their known platelet-reducing effect (Hobson, F. C. G., 
and Witts, L. J.: Brit. M. J. 1:50-51, 1940). 


ALEXANDER S. WIENER, M.D. 
64 Rutland Rd. 
Brooklyn 25, N. Y. 


THE MENOPAUSE 

To the Editor:—It is with considerable trepidation that I pre- 
sume to enter into a controversy with so eminent an authority 
as Dr. E. R. Novak, but I cannot leave unchallenged certain of 
his attitudes as expressed in the Oct. 9, 1954, issue of THE 
JOURNAL, page 575, under the title “The Menopause.” I have no 
quarrel with his facts, interpretation of the physiology, or general 
approach to the subject. It is in the field of therapy that I find 
myself at variance with his philosophy and methods. 

First, Dr. Novak’s warnings regarding the overuse of estrogens, 
their potentially harmful character, and the necessity for keep- 
ing doses at a minimum are, of course, sound advice in the use 
of any drug. It should be mentioned, however, that certainly by 
this time many tons of this material have been given in the 
management of the menopause, and I have yet to learn of a 
well-authenticated case of harm ensuing to the patient, provided 
that the physician followed elementary rules of care. This is 
pointed up by his suggestion that sedative drugs be used rather 
than hormones. Now here we do have potentially harmful 
materials, and one need only pick up the daily paper to see 
how common addiction to and accidents from the barbiturates 
have become. In this light his statement that estrogens may cause 
addiction, which is not validated, becomes rather absurd. 

Second, Dr. Novak takes rather pointed aim and fires a heavy 
blast at those physicians who give estrogens by injection. As one 
who has done this for many years, I should like to point out that 
the woman does not come to the physician because her estrogenic 
blood level is low. She comes because she feels badly and is 
unhappy. If she is dismissed after an examination, a short lecture 
on the true nature of involutional symptoms, and a prescription 
for a few tablets to be taken on a descending scale, then she has 
been rejected by her physician just as surely as she has already 
been rejected by her husband and children. And this is the true 
reason for her being in the physician's office in the first place. 
If this woman’s symptoms are largely emotional, and I agree 
they are, then we should treat her on this basis. The only 
practical method that I have found is to set up a two or three 
week schedule of 15 minute appointments during which I can 
ascertain how she feels, learn what her current tensions are, give 
reassurance, give continuing education on the nature of her 
symptoms, and—if you will pardon the expression—give her an 
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injection of estrogen. Most of all, I have given her in 15 minutes’ 
time the feeling that someone is interested in her and her prob- 
lems, and that is my idea of the best psychotherapy that a non- 
psychiatrist can render. This need is not met by one visit, nor 
by several, nor is it met by having a nurse give the “shots.” It 
is met only by the physician giving freely of his time and of 
himself in aid of these patients. Why not do all this without the 
injection? First of all, in the beginning the patient would not 
return. The “shot” gives a “respectable” hook on which to hang 
the visit to the doctor, and it is up to the physician to give the 
proper weight to the injection. I shall not enter into the placebo 
controversy, but if one wishes to use a placebo, that by injection 
is by far the most effective. More commonly I have reduced 
and abandoned the dose of estrogen while continuing the visits 
until the patient no longer needs a crutch. A secondary reason 
for the use of the needle is that it is possible to vary the dose 
without the patient’s knowledge, thus approaching nearer to 
objectivity in determining whether she really needs estrogens. 

I have carefully reassessed my motives before writing this, and 
of one thing I am sure; none of them is profit at the fees that 
I have charged for these services. 


J. E. McFarvanp, M.D. 
1415 Burnett Ave., Ames, Iowa. 


CLOSURE OF SURGICAL WOUNDS TO BE 
PLACED IN PLASTER 


To the Editor:—The method of skin closure presented here has 
been used by the orthopedic department at Hermann Hospital 
for some 25 years. The type of stitch illustrated was first de- 
scribed by Heald (Surg., Gynec. & Obst. 19:794, 1914). When 
used with plain catgut it offers an unusually good skin closure 
of surgically clean wounds that are to be placed under plaster. 
It has the advantage of accurate coaptation of skin margins and, 
at the same time, holds the wound securely together. The deeper 
stitches distribute the tension over a large area and, because 
they include the subcutaneous tissue, provide hemostasis. The 
wound edges are held together without tension. Another ad- 
vantage is the rapidity and simplicity with which it can be applied. 
The stitch itself is a continuous one. The coaptating stitches are 
placed very close to the wound edge, while the deeper, or 
hemostatic, ones are placed as far back from the wound edge 
on each side as the wound is deep. 





A wide range of uses for this stitch will be found in such 
procedures as tendon transfers and lengthenings, arthrodeses, 
and, in fact, in the suturing of any clean wound that must be 
placed under a plaster cast. Its greatest advantage lies in its use of 
plain catgut. A cosmetically good result is assured. Every sur- 
geon has seen the unsightly scars produced by leaving non- 
absorbable suture material in the skin for prolonged periods 
of time. With the use of this suture, the necessity of changing 
casts to remove sutures is done away with. When the cast is 
removed there is minimal scar deformity, and the exposed gut 
needs only to be brushed away. It is, of course, essential that 
the wound be surgically clean. 


KENNETH HANNON, M.D. 

EpwarpD T. SmitH, M.D. 

Department of Orthopedics, Hermann Hospital 
1203 Ross Sterling Ave., Houston, Texas. 
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HYDROCORTISONE ISLANDS FOR 
HYPALGESIC INJECTIONS 
To the Editor:—When one makes a wheal in the skin with 
0.1 cc. of an ordinary suspension of hydrocortisone, semi- 
permanent changes remain at the site. A yellowish-white, barely 
raised punctum gathers at the center of a delicately pseudo- 
atrophic, circinate, half-penny-sized patch. The injection itself 
is painless, as is simultaneous injection of almost any other 
drug, and no spontaneous subjective sensation follows. It takes 
about a week or two for the central punctum to form. In the 
meantime a barely apparent puffiness is present. Histological 
study shows crystals distributed within the cutis but crowded 
within what is seen grossly as the central yellowish point. After 
10 to 14 months this central hillock crumbles, its content ex- 
trudes itself, and what looked like an atrophic area turns out to 
be normal skin. The entire area of pseudoatrophy is hypalgesic 
and remains so until the accumulated crystals work their way 
out of the skin. Any injection causes less pain if made here than 
at neighboring sites. Medicaments of various kinds are absorbed 
from below the skin here just as elsewhere, and no modification 
appears in rapidity, duration, or quality of specific response. 
One can take advantage of this hydrocortisone-induced hyp- 

algesia to give less painful injections to persons needing repeated 
and long-continued parenteral medication. The diabetic using 
insulin and others come to mind at once as beneficiaries of this 
procedure. If the physician makes four treatment sites, two on 
each thigh, the patient then can continue to prick himself less 
painfully for 10 to 14 months, after which the physician can 
again lay down new areas harmlessly and without any systemic 
change. 

THEODORE CORNBLEET, M.D. 

University of Illinois College of Medicine 

1819 W. Polk St. 

Chicago 12. 


HAZARD OF MORPHINE IN KYPHOSCOLIOSIS 

To the Editor:—Hardly any physician today would dispute the 
oft-quoted statement of Sydenham, who in 1680 wrote: “Among 
the remedies which it has pleased Almighty God to give to 
man to relieve his sufferings none is so universal and so effi- 
cacious as opium.” Conceivably, if physicians were limited to a 
few drugs in their therapeutic armamentarium, opium alkaloids, 
particularly morphine, would occupy a high position on the list. 
At the same time, a diverse group of diseases are adversely 
affected by morphine. Persons suffering from bronchial asthma, 
acute and chronic liver diseases, myxedema, adrenal insuffi- 
ciency, kyphoscoliosis, chronic cor pulmonale, and pulmonary 
emphysema should not be given this drug because of its possibly 
lethal effects. Modern textbooks of medicine make little or no 
comment on the dangers of morphine in the above conditions. 
We shall confine our observations to the group afflicted with the 
chest deformity, kyphoscoliosis. 

In a recent survey of autopsies performed at the Cook County 
Hospital, Chicago, from 1929 to 1953 (A. M. A. Arch. Int. 
Med. 93:687 |May] 1954) we found 11 cases in which death 
could be attributed to pulmonocardiac failure, and we felt 8 of 
these sudden deaths were pr&cipitated by the administration of 
morphine. We had no accurate information on the other three, 
but there was reason to believe that this drug may have hastened 
death in them also. The eight patients died within 15 minutes 
to five and one-half hours following the injection of morphine. 
The hypersensitivity in these patients has been appreciated by 
others. Daley (Brit. Heart J. 7:101, 1945) cited three cases in 
which death occurred five minutes, one hour, and one and one- 
quarter hours after morphine was administered. In his cases as 
in ours, aside from the chest deformity, congested and emphy- 
sematous lungs, hypertrophy of the right ventricle, and some 
degree of atheromatosis of the coronary and pulmonary arteries 
there was no lesion that would explain the sudden death. 
Trendelenburg (Grundlagen der allgemeinen und _ speziellen 
Arzneiverordnung, Leipzig, Germany, F. C. W. Vogel, 1926) 
stated that in persons with thoracic deformities even usual thera- 
peutic doses of morphine can so severely damage the pul- 
monary ventilation through direct effects on the respiratory 
center that life is threatened. It is significant that there seemed 
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to be more than a coincidental relation between the adminis. 
tration of the alkaloid and the occurrence of relatively sudden 
death in the series of cases of cor pulmonale reported by Spain 
and Handler (Arch. Int. Med. 77:37 |Jan.] 1946). Katz and 
Chandler (New England J. Med. 238:322, 1948) encountered 
two cases (one fatal) of such a reaction to ordinary therapeutic 
dosage. 

It is common knowledge that even in the presence of cyanosis 
many cardiac patients react satisfactorily to morphine. Patients 
with severe kyphoscoliosis, even before cardiac failure super. 
venes, have greatly reduced vital capacity. After cardiac decom- 
pensation has occurred the values are certainly less; any situa- 
tion that decreases pulmonary ventilation, such as pulmonary 
infection or the use of respiratory depressants, would seem suffi- 
cient to cause death. The danger seems to lie in failure to dif- 
ferentiate between the useless dyspnea of other forms of heart 
failure and the compensatory hyperpnea of patients with kypho- 
scoliosis. In the former morphine is lifesaving and in the latter, 
lethal. In the presence of greatly diminished vital capacity suffi- 
cient oxygenation of the blood may be achieved only by maximal 
respiratory effort. Such hyperpnea is produced by stimulation 
of the respiratory center by decreased oxygen tension of the 
blood. Persons with kyphoscoliosis suffer from a combination 
of handicaps, all of which help to increase anoxia. Because of 
the skeletal deformity the ribs move ineffectively, and the com- 
pression of the lungs does not allow for adequate alveolar gase- 
ous exchange. With the additional handicap of cardiac failure, 
the effects of morphine can be catastrophic because of its central 
depressive action on respiration, its cholinergic action in accentu- 
ating bronchospasm, and its suppression of the cough reflex, 
which causes bronchial secretions to stagnate in the pulmonary 
tree, thus increasing anoxemia. 

Morphine is definitely contraindicated in the treatment of 
pulmonocardiac failure consequent to kyphoscoliosis. The pur- 
pose of this communication is to reemphasize the dangers 
attending the use of opium in this type of patient. 


J. W. FiscHer, M.D. 
Rosert A. DoLeHipe, M.D. 
109 N. Wabash Ave., Chicago. 


SELECTIVE INDEXING IN THE OFFICE 

To the Editor:—During the past five years it has been helpful 
to have an up-to-the-minute medical library in my own office. 
Since I subscribe to THE JouRNAL and five other medical jour- 
nals, I have available the latest developments in the medical 
world. The problem is to make any needed information immedi- 
ately accessible. Although each journal issues an index periodi- 
cally, it is often difficult to locate a certain article. I may not 
remember which one of the six journals carried the article. To 
simplify matters, I mark all articles of special interest as I read 
each journal, then card-index these articles according to subject. 
At present, 770 copies of medical journals are indexed and filed. 
They require only 2% sq. ft. of office space, since the shelving 
is 3 ft. by 9 in. and is stacked 12 shelves high. With the shelves 
only 7 in. apart, no unwieldly stack of journals accumulates 
in any one spot. What to do with reprints, clippings, and mis- 
cellaneous materials? These are filed in a journal containing 
an article on the same subject. This avoids loose papers. When 
information is needed on some special topic, such as “Myas- 
thenia Gravis,” the file card is handed to the office nurse. Within 
three minutes she can place on my desk six recent journals con- 
taining articles on that subject. Selective indexing is the key. 


J. P. Grpson, M.D. 
202 Grape St., Abilene, Texas. 


MASTER “TWO-STEP” TEST 
To the Editor:—In reference to the letters of Dr. Master and 
Dr. Durham in THE JOURNAL of Sept. 25, 1954, pages 447-448, 
I wish to state that I have seen several patients who had negative 
double Master tests and who within a few hours had all the 
signs of acute coronary occlusion. 
A. N. Goreik, M.D. 
1749 Grand Concourse 
Bronx 53, N. Y. 
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AIR FORCE 


Personal.—Brigadier General William H. Powell Jr., of Fayette- 
ville, N. C., has been promoted to the rank of major general in 
the United States Air Force Medical Service. General Powell 
was appointed Air Surgeon for the U. S. Air Forces in Europe 
in February, 1951. In April, 1953, he became Deputy Surgeon 
General at Air Force headquarters, Washington, D. C. 





ARMY 


September Korean Report.—According to the Summary of Civil 
Affairs for September, 1954, prepared by Col. Ralph V. Plew, 
M.C., chief of the Public Health Branch, health conditions in 
South Korea generally remained satisfactory. However, suspect 
cases Of Japanese B encephalitis were reported from every 
province, with a total during the month of 263 cases and 96 
deaths. The National Tuberculosis Center in Seoul in its first 
month of operation examined 449 patients, of whom 142 were 
new patients. The Korean Church World Service Clinic at 
Severance Hospital in Seoul in the first nine months of oper- 
ation through September examined 3,457 patients, of whom 
610 were diagnosed as having active pulmonary tuberculosis. 
The National Tuberculosis Sanatorium at Masan opened a new 
§0-bed wing. During the month rehabilitation of the following 
hospitals was completed: Women’s Medical College, Suwon 
Provincial, Kangnung Provincial, and Chonju Presbyterian. The 
Korean Red Cross Mobile Units inaugurated services in the 
rural areas of several provinces. The 13-member Swiss medical 
team, which is to advise the authorities at the Taegu Medical 
College Hospital, arrived this month. 

The daily average water production of 51 public water plants 
during September was 263,539 metric tons. Nine chlorinators 
have been installed in seven of the larger water plants in 
Kyongsang Pukto, although there is difficulty with their main- 
tenance and operation. A national rodent control campaign was 
initiated by sanitation officials of the Ministry of Health in 
conjunction with other interested ministries. A basic sanitation 
course, the first of a series, was given to 600 student teachers 
in Seoul. The director of the National Chemical Laboratory, 
Mr. Kum Haw, returned from a year’s postgraduate study at 
Johns Hopkins School of Hygiene. Final arrangements have 
been made for two staff members to study in the United States 
for one year, one at the laboratories of the Food and Drug 
Administration, Washington, D. C., and the other at the 
Sanitation Laboratories, Massachusetts Department of Public 
Health, Boston and Lawrence. 

The first shipment of specially bred disease-free mice and 
the new supersonic apparatus, both obtained through an Ameri- 
can Korean Foundation grant, arrived at the Vaccine Labora- 
tory. Also, one breeding unit of cottontail rats was obtained 
through the help of the 406th Medical General Laboratory for 
the chemical laboratory. Three staff members from the Ministry 
of Health, School of Public Health, and the National Vaccine 
Laboratory left for one year’s postgraduate study abroad, two 
in the United States and one in the State Serum Institute in 
Copenhagen, Denmark. The Republic of Korea Army Mobile 
Teams, usually consisting of two physicians, one dentist; and 
several enlisted men, have been operating in remote areas when 
physicians are not available; they have treated thousands of 
patients. The Korean Red Cross Mobile Teams have started 
operation in most of the provinces. These teams are also sched- 
uled to go to areas where there are no physicians. 

There are reported to be 3,266 beds available for tuberculosis 
patients in South Korea, with a total number of 3,322 in- 
Patients, as some beds are being used for more than one patient 
during the month. This indicates clearly that the available beds 
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for tuberculosis patients are being used to a much greater extent 
than a year ago. Activities in the ambulatory treatment of 
tuberculosis patients are increasing. The two Church World 
Service Club Clinics are very active. Planning progressed during 
September in the proposed transfer of responsibility for Civil 
Affairs Medical Facilities in the Corps Areas to the administra- 
tive control of the Republic of Korea government. The Ministry 
of Health did not have an adequate budget to support these 
medical facilities, so actual transfer has been delayed until 
additional funds are obtained. During September, 621 measure- 
ment tons of medical and sanitation supplies were received 
and 724 measurement tons were shipped to provincial Corps 
Area teams and Corps Civil Affairs officers, leaving an esti- 
mated 4,271 measurement tons on hand. 





Medical Department History of World War If.—About 14 
volumes of a surgical history of World War II are in progress. 
These cover all of the specialties and are considered clinical 
volumes. One volume, entitled “Physiologic Effects of Wounds,” 
has already been published. Several more will be printed in the 
near future. In addition to the volumes on surgical history, 
other volumes are being completed. These cover the subjects 
of preventive medicine, internal medicine, dentistry, veterinary 
medicine, and physical reconditioning; eight volumes will be 
devoted to administrative subjects. All told, it is planned that 
some 40 volumes will be included in the history. 


NAVY 


Commander Cronkite Commended.—The Commendation Rib- 
bon with metal pendant was presented on Nov. 5 to Com- 
mander Eugene P. Cronkite, M.C., who distinguished himself 
while serving with a task force conducting atomic tests at the 
Marshall Islands from March 7 to May 7, 1954. Commander 
Cronkite was appointed to assemble a medical team to provide 
special treatment for the native and American personnel who 
received radiation sufficient to require immediate action. Accord- 
ing to the National Naval Medical Center News, the direction 
of this project was such that all the casualties were able to make 
rapid recovery. Dr. Cronkite, who has been head of the hematol- 
ogy division at the Naval Medical Research Institute since 1946, 
resigned Sept. 30 to accept a position in the medical department 
of the Brookhaven National Laboratory, Upton, Long Island, 
New York. 


Five Civilian Physicians Wanted.—The Puget Sound Naval 
Shipyard at Bremerton, Wash., desires to employ five civilian 
male physicians on a full-time basis to provide medical services 
to its civilian employees, of whom there are about 14,000 en- 
gaged in the repair, maintenance, and conversion of large Naval 
vessels. These positions are on a civil service basis, with an 
initial salary of $7,040 a year based on a 40-hour work week, 
with increments of $200 a year made at regular intervals up to 
a maximum of $8,040 per annum. Applicants must be graduates 
of a medical school approved by the Council on Medical Edu- 
cation and Hospitals of the American Medical Association and 
must be licensed to practice medicine and surgery, except for 
retired officers of the regular medical corps of the Army, Navy, 
Air Force, or U. S. Public Health Service, and physicians now 
employed by the federal government who were licensed to 
practice medicine and surgery at the time of their entrance on 
duty in their present positions. They must have one year of 
responsible professional experience in this field, for which one 
year of residency but not an internship may be accepted. While 
there are no age limits for these positions, applicants must be 
citizens of the United States, and persons 70 years of age or 
older will be given temporary appointments not to exceed one 
year. However, such temporary appointments are renewable at 
the option of the shipyard. Information may be secured from 
the Board of U. S. Civil Service Examiners, Puget Sound Naval 
Shipyard, Bremerton, Wash. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


The Adrenal Cortex and B-Vitamins in Diabetic Retinopathy. 
B. Becker, G. D. Maengwyn-Davies, D. Rosen and others. 
Diabetes 3:175-187 (May-June) 1954 [New York]. 


In persons who have had diabetes, at autopsy there is a close 
correlation in occurrence, appearance, and staining characteris- 
tics between retinal capillary microaneurysms and the renal 
glomerular lesions described by Kimmelstiel and Wilson. There 
is increasing evidence for a role of the adrenal cortex in the 
pathogenesis of the retinopathy-nephropathy syndrome. This 
tentative hypothesis is based on: (1) clinical observations sug- 
gestive of a decrease in certain adrenocortical capacities in some 
diabetics without retinopathy (failure to respond to the Thorn 
test and greater sensitivity to insulin) and a relative increase in 
some aspects of adrenocortical function in diabetics with retinop- 
athy (excretion of excessive amounts of free oxysteroids in the 
urine, and exacerbation or onset of retinopathy during preg- 
nancy, infection, acidosis, or corticotropin therapy); (2) thera- 
peutic reports of possible improvement of diabetic retinopathy 
on decrease of the activity of the adrenal cortex; (3) histopatho- 
logical data of relative adrenal hypertrophy, excessive lipoid 
vacuolation of the zona fasciculata, and an increased incidence 
of adrenocortical adenomas in the nephropathic group as com- 
pared with the non-nephropathic; and (4) the experimental pro- 
duction of Kimmelstiel-Wilson nephropathy in alloxan-diabetic 
rabbits by the administration of cortisone or corticotropin. 
Recent studies indicate an intimate relation of both diabetes and 
adrenocortical function with some vitamins of the B complex. 
1. Pantothenate was found necessary for maintaining the integrity 
of the adrenal cortex, perhaps through its role in acetylation 
(coenzyme A). Pantothenate-deficient rats have decreased adreno- 
cortical capacity, thus resembling some diabetic persons without 
retinopathy. Administration of pantothenate results in prompt 
improvement in both instances. 2. Cortisone mobilizes vitamin 
B.. from the tissues and increases its excretion in the urine. 
3. Omission of supplementary vitamin B.2 and chlortetracycline 
from the diet potentiates the cortisone-induced renal lesions in 
rabbits; however, parenteral administration of vitamin By to 
animals on this nonsupplemented diet fails to protect. 4. The test 
dose excretion of vitamin Biz by diabetics with retinopathy differs 
markedly from that in diabetics without retinopathy. This differ- 
ence is compatible with an abnormal retention of administered 
vitamin B,2 associated with the diabetic state but masked in the 
patients with retinopathy by the excessive adrenocortical activity. 
It is possibie that a disordered metabolism of mucoids or lipo- 
proteins is the route of interaction of diabetes, vitamin Bi», and 
adrenocortical hormones. 


Pulmonary Valvular Stenosis with Intact Ventricular Septum: 
Isolated Valvular Stenosis and Valvular Stenosis Associated with 
Interatrial Shunt. S. S. Sobin, M. J. Carson, J. L. Johnson and 
C. R. Baker. Am. Heart J. 48:416-432 (Sept.) 1954 [St. Louis]. 


Of 27 children and one adult patient with pulmonary valvular 
stenosis, 12 had isolated pulmonary valvular stenosis, and 16 
had pulmonary valvular stenosis with patent foramen ovale or 
atrial septal defect. Increased ease of fatigue was the first and 
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outstanding symptom in 9 of the 12 patients with intact septums 
in all ages (4 to 34 years) and was increasing progressively jp 
severity with age. Cyanosis, squatting, or clubbing were absent, 
and so was polycythemia. A thrill and loud, rough systolic 
murmur were constantly present in each of the 12 patients, with 
maximal intensity over the pulmonic area and wide transmissions 
of the murmur to the thorax, shoulders, and neck. Decreased 
intensity of the pulmonary second sound was noted in al! bu 
two patients. Fluoroscopic and radiographic examination of the 
chest in each of the 12 patients showed right ventricular and 
right atrial enlargement and large main and left hilar pulmonary 
arteries. Peripheral pulmonary vascularity was decreased in each 
case. The angiocardiogram showed slow filling and emptying of 
the pulmonary arteries, and in four patients of this group the 
site of stenosis could be localized by the filling defect between 
the outflow tract of the right ventricle and the pulmonary artery 
Of the 16 patients with patent foramen ovale or atrial septal 
defect, 4 were entirely asymptomatic. These four children pre- 
sented a clinical picture indistinguishable from that seen in pure 
pulmonary stenosis of mild degree; they were less than 14 years 
of age and presented a transition group between those with 
isolated pulmonary stenosis without cyanosis and those with 
the additional lesion of atrial septal defect or patent foramen 
ovale with cyanosis. The valvular stenosis was not severe enough 
to cause pronounced ventricular hypertension, and the right 
atrial pressure was generally normal. The remaining 12 patients 
in this group presented an almost constant clinical picture, with 
easy fatigue and exertional dyspnea as the outstanding symptoms. 
Cyanosis was observed in eight patients. The prominent systolic 
thrill in the pulmonic area was constantly accompanied by a loud 
grade 3 to grade 4 harsh, rough systolic murmur that was widely 
transmitted to the entire precordium, neck, and back. The pul- 
monary second sound was decreased or absent in each patient. 
A minimal hemoglobin level of 15 gm. per 100 cc. and 5,700,000 
red blood cells were observed in seven patients. In only one was 
the hemoglobin concentration below normal. The electrocardio- 
gram constantly showed right ventricular hypertrophy. The 
radiographic and fluoroscopic characteristics were essentially the 
same as in the group with intact septums and so were the findings 
by angiocardiography, with the additional feature of successive 
visualization of the left atrium and often the left ventricle and 
aorta. Despite a high degree of clinical suspicion and recognition 
of the congenital anomaly of pulmonary valvular stenosis, the 
authors believe that it is not possible to differentiate by clinical 
means among some of the varieties of subvalvular stenosis. 
Therefore, venous catheterization of the heart and angiocardi- 
ography should be used whenever possible. Cardiac catheteriza- 
tion characteristically shows a low pressure in the pulmonary 
artery and a higher pressure in the right ventricle, which is pro- 
portional to the degree of valvular stenosis. Meticulous explora- 
tion of the region of stenosis will characteristically show an 
increasing negative pressure as the catheter is withdrawn from 
the pulmonary artery into the stream of the valve orifice (Venturi 
curves) and an abrupt change in the high pressure of the right 
ventricle. 


A Clinical Study of the Effects of Intravenous Reserpine 
(Serpasil) in Hypertensive Patients. H. Tuchman, I. W. Sletten 
and C. W. Crumpton. Am. Heart J. 48:449-454 (Sept.) 1954 
[St. Loués]}. 


A single intravenous injection of reserpine (Serpasil) a crystal- 
lized pure alkaloid from Rauwolfia serpentina, was given to 12 
men and 11 women between the ages of 40 and 64 with moderate 
to severe hypertension. The patients remained ambulatory. The 
dose of the drug varied from 0.5 to 1 mg. A minimum of 15 
determinations of blood pressure were obtained for each patient 
during the two days after the administration of the drug. The 
mean average of these determinations represented the blood 
pressure. Because of the difficulty in establishing a control level 
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in a group of hypertensive patients the control blood pressure 
was calculated by averaging the five highest and five lowest 
pressures recorded during the entire period of hospitalization 
exclusive of the experimental period. The mean arterial blood 
pressure (MABP) was calculated by adding one-third of the 
pulse pressure to the diastolic pressure. Of the 23 patients, 13 
had a drop in blood pressure to normotensive levels and/or a 
reduction in calculated MABP of 20 mm. Hg or more. Nineteen 
of the 23 patients experienced mild side-effects characterized by 
nasal stuffiness, facial flush, and lethargy. An amobarbital 
(Amytal) sodium test was performed in 15 of the 23 patients, 
and the blood pressure response was compared with the effect 
of the intravenously administered reserpine. Generally, patients 
in whom the MABP was lowered by 20 mm. Hg or more with 
amobarbital sodium showed a comparable reduction in blood 
pressure after the intravenous administration of reserpine. Con- 
sequently, the ability of the Rauwolfia compounds to reduce 
blood pressure may be primarily related to the drug’s known 
sedative effect rather than to a specific action on the cardio- 
vascular system. Amobarbital sodium decreases the mean 
arterial blood pressure by decreasing cardiac output, while the 
total peripheral resistance remains fairly constant. 


Anaphylactic Shock and Death Due to Penicillin: Report of 
Case. R. L. Etter and G. Merryman. Ann. Allergy 12:453-454 
(July-Aug.) 1954 [Minneapolis]. 


A man who had been in good health but had a slight cold and 
sore throat was given 300,000 units of crystalline procaine 
penicillin G (Duracillin) about 6:45 a. m. by his wife, who was 
not a nurse but who had given her husband penicillin on three 
or four previous occasions for upper respiratory infections with- 
out any mishap. Immediately after the injection generalized 
urticaria with intense itching, shortness of breath, and constrict- 
ing pains in the chest developed. The family physician, who 
lived across the street, was called. The patient was given 0.5 cc. 
of epinephrine solution, 1:1,000, subcutaneously, and 2 cc. of 
diphenhydramine (Benadryl) hydrochloride subcutaneously. As 
there was generalized wheezing and as the patient ceased to 
breathe and no heart sounds were heard within three minutes 
after administration of the epinephrine, 1 cc. of epinephrine 
solution, 1:1,000, was administered directly into the heart. The 
patient died about 15 minutes after the injection of the penicillin. 
The fatal anaphylactic reaction was so rapid that the usual 
eosinophilic response expected in the lung tissues and its secre- 
tions were not seen in the microscopic examination. A few cases 
of anaphylactic reaction after procaine penicillin injections have 
been reported in the medical literature, but this is much com- 
moner, as can be determined by personal communication with 
other physicians. There is the possibility that this death might 
have been due to an intravenous injection of procaine penicillin, 
since it is an insoluble salt and will produce death when given 
intravenously, but no evidence of intravenous injection was 
discovered at autopsy. 


False-Positive Serological Reactions in Virus Pneumonia. 
A. Allison and A. Dick. Lancet 2:364-365 (Aug. 21) 1954 
|London, England]. 


Allison and Dick describe a case of pneumonia with an 
atypical history, in which positive serologic reactions for syphilis 
were found and in which a diagnosis of syphilis was narrowly 
avoided. Further investigations showed that the pneumonia was 
caused by a virus of the psittacgosis group. The course of the 
patient’s illness was compatible Tith psittacosis, in which gastro- 
intestinal symptoms are common early in the disease and pul- 
monary symptoms appear on the fifth day or later. No contact 
with birds could be ascertained, but it is known that the virus 
may pass from person to person and that subclinical attacks may 
occur. The authors point out that serologic reactions for syphilis 
may be positive in other diseases, one author having listed 18 
different causes. Great care should be taken before diagnosing 
syphilis on the basis of a positive serologic reaction without the 
supporting evidence of physical signs or a history of exposure. 
The following are given as reasons for not regarding the positive 
serologic reactions as evidence of syphilis in the reported case: 
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1. They were found in the course of an illness in which positive 
nonsyphilitic reactions have been previously reported. 2. No 
physical signs suggestive of syphilis were present. 3. The patient 
denied exposure to syphilitic infection. 4. Had the reactions been 
due to syphilis it is unlikely they would have become negative in 
so short a time. 5. The Meinicke test was negative, and a negative 
or weakly positive Meinicke test suggests that the disorder is not 
syphilitic. 


Present Treatment of Brucellosis: Hl. Practical Considerations. 
L. Rouqués. Presse méd. 62:1162 (Aug. 21) 1954 (In French) 
|Paris, France]. 


Bed rest, an adequate diet without alcohol, and the adminis- 
tration of vitamins, especially vitamin C, are essential to the 
treatment of all forms of brucellosis. The common form of the 
disease, undulant fever, should be treated with antibiotics. Oxy- 
tetracycline, chlortetracycline, and chloramphenicol are equally 
good; dihydrostreptomycin and/or sulfadiazine may be used in 
association with the antibiotic chosen. Vaccination therapy may 
be practiced concurrently; this association is definitely indicated 
in acute brucellosis with joint involvement. Treatment with anti- 
biotics must be carried on for a longer period in acute brucellosis 
with visceral or neuromeningeal manifestations: cortisone may 
be tried in case of poor response to therapy. The evolution of 
acute severe brucellosis with initial hyperpyrexia is unpredict- 
able, and cortisone should be used in conjunction with antibiotic 
therapy from the start. Details of dosage and administration are 
given. Patients with subacute polyvisceral brucellosis, a rare 
entity, require cortisone therapy from the outset, but it need 
be given for only a few days, whereas the antibiotic therapy 
must be continued for a longer time than in the acute forms. The 
basic therapy of chronic brucellosis is desensitization with a 
suitable antigen, such as melitin. The latter is administered 
intradermally or orally; others can be given subcutaneously or 
intravenously. Surgical or roentgenologic action directly on a 
site of localized infection is sometimes necessary. 


Attempt at and Results of Active Prophylaxis Against Tetanus. 
A. Bauss. Miinchen. med. Wchnschr. 96:918-920 (Aug. 13) 
1954 (In German) |Munich, Germany]. 


Of 24,303 persons with injuries sustained in accidents who 
were given first aid at the surgical department of a hospital in 
a German mining district 16,795 were miners. An attempt at 
active prophylaxis against tetanus was made in 3,748 (15.42%) 
of the 24,303 persons. Two injections of 0.5 cc. of aluminum 
hydroxide adsorbed tetanus toxoid were given. The first injection 
was given at the time first-aid treatment of the fresh wound was 
rendered, and the second was given two weeks later. At the 
time of the first injection 1,500 I.U. of tetanus antitoxin was 
administered prophylactically. Miners who had sustained in- 
juries underground received this dual prophylactic treatment 
only if their wounds were in the lower extremities or if they 
had sustained severe injuries of soft parts with extensive crush- 
ing of tissues. All injuries that were incurred in the course of 
surface mining were treated prophylactically. The results of this 
dual method of prophylaxis were not encouraging. Only 1,235 
of the 3,748 persons who had been given a first injection of 
toxoid presented themselves at the hospital for the second in- 
jection and thus obtained adequate immunization. Only one 
patient presented himself for a booster injection after one year. 
Only 130 of the 1,235 persons who had been given two injections 
were treated again for new injuries sustained in the course of 
the first year after the second immunizing injection or later. 
They were given a booster injection of 0.5 cc. of the toxoid. 
Thus the number of persons who were adequately immunized 
was relatively small, and smaller was the number in whom 
sufficient active immunity to obviate the necessity of giving 
tetanus antitoxin developed. The toxoid given in the first injec- 
tion was wasted in the 2,513 injured persons who did not return 
for the second injection. Active immunization against tetanus on 
a private basis offers little promise for success because of the 
slight interest in basic immunization shown by the individual 
patient and because the immunity in selected patients on the 
occasion of an injury is limited in its scale. The author there- 
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fore advocates active immunization against tetanus on a large 
scale, such as that given to the soldiers in the United States 
Army during World War IL. 


New Ways of Early Detection of Children Threatened with 
Tuberculosis. H. Nowak. Wien. med. Wchnschr. 104:67 1-672 
(Aug. 14) 1954 (In German) [Vienna, Austria]. 


According to Nowak, a tuberculous infection may be ex- 
cluded with certainty in children with a negative Pirquet’s 
reaction, but a positive test shows only that the child has been 
exposed to tuberculosis. Consequently, children with a positive 
reaction to the tuberculin test must be subdivided into three 
groups. Experience showed that the largest group is composed 
of 80 to 90% of the tuberculin-positive children who do not 
show any signs of tuberculous disease besides the positive re- 
action to tuberculin and frequently questionable roentgen 
findings (“widening of the hilus”). The vast majority of these 
children will not have tuberculosis in their later lives. The 
second group is composed of a small number (3 to 5%) of 
children with a positive reaction to the tuberculin test who 
already have tuberculosis and consequently require treatment. 
Between these two extreme groups there may be observed a 
third group, composed of 5 to 10% of the tuberculin-positive 
children, who within a reasonable space of time will have 
the clinical aspect of tuberculosis, although they will not have 
manifest signs of tuberculosis at the time tuberculin test and 
roentgenologic examination are performed. Groer, a pupil of 
Pirquet, developed a method for detecting out of the mass of 
tuberculin-positive children those “biologically active ones” who 
are prone to the disease. He coined the term allergometry for 
his technique, by which it becomes possible to determine 
whether the hypersensitivity component or the component of 
reactivity predominates in the allergy of the tuberculin-positive 
child. Two intracutaneous tuberculin tests are performed 
simultaneously in symmetrical areas of the skin of the back. 
The first test is done with 0.1 cc. of an old tuberculin solution 
in a dilution of 1:10,000, and the second with 0.1 cc. in a 
dilution of 1:1,000,000. After 36 to 48 hours inflammatory 
papules will be observed in both areas; the size of these 
papules differs, depending on the different solutions used, but 
the difference in the extent of the inflammatory reactions is 
not the same in all the children tested. In some children the 
reaction to the concentrated tuberculin solution may be con- 
siderable, while the reaction to the diluted solution may be 
unproportionally small or it may be completely absent. In other 
children there may be little difference between the two re- 
actions. A number of quantitative transitions between these 
two types of variations in the reactions to the two tests may 
be observed. The length and the width of the two reactions 
are measured and the arithmetical mean determined; this is 
then multiplied with the concentration exponent of the reaction 
(1:10,000 = 4 and 1:1,000,000 = 6) and the two results com- 
pared. If the results are the same there is homodynamy, that 
is, the reactivity is equal to the sensitivity. If the result that 
corresponds to the large reaction exceeds that corresponding 
to the small reaction there is pleoergy; that means that the 
reactivity is greater than the sensitivity. If the result correspond- 
ing to the smaller reaction exceeds that corresponding to the 
greater reaction there is pleoesthesia, i. e., the component of 
hypersensitivity predominates over a deficient or damped re- 
activity. Pleoesthesia always indicates an unfavorable turn in 
the allergic process and will be observed at the onset of every 
bout of the disease and immediately before or at the time the 
disease becomes manifest. Pleoergy indicates a phase with a 
favorable healing tendency or a phase of protection. Homo- 
dynamy indicates a phase of transition from pleoergy to 
pleoesthesia or from pleoesthesia to pleoergy. Tuberculin- 
positive children with pleoesthesia, hemodynamy, or very low 
pleoergy should be placed under special observation, preferably 
in a convalescent home; as a rule a high pleoergy will develop 
within two to three months and the children will thus be much 
better protected against a tuberculous disease. Allergometry 
may also be used effectively in BCG-vaccinated children for 
differentiation of an artificially produced positive tuberculin 
reaction from a natural superinfection that occasionally may 
result in tuberculosis in these children. 
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Giant Lesser-Curve Gastric Ulcers. D. Jennings and J. Ff. 
Richardson. Lancet 2:343-350 (Aug. 21) 1954 [London, Fng- 
land]. 


Case histories of 17 patients with giant gastric ulcers are 
recorded. A giant ulcer is arbitrarily defined as one whose 
smallest diameter on the roentgenogram is greater than 3 cm. 
The ulcer must have a diameter of 3 cm. in the unstretched 
stomach. Ulcers are less rigid than is commonly supposed. [pn 
the empty stomach or after a mouthful of barium the vertical 
diameter of the ulcer is shorter than the transverse, that is, the 
area of the crater is greater than the roentgenogram suggests, 
The opposite is true after a tumblerful of barium; the vertical 
diameter is stretched more than the horizontal, and hence the 
roentgenogram exaggerates the apparent area. The term “lesser 
curve” is used in the roentgenologic sense. A lesser curve ulcer 
is one on the vertical limb of the stomach that can be brought 
into profile by rotating the patient. These ulcers lie mainly on 
the posterior wall. Of the 17 patients in this series, 10 had giant 
simple ulcers, 6 had a smaller ulcer that became giant during 
relapse, and one had a giant carcinomatous ulcer. Eight of the 
10 patients with giant ulcers were given an erroneous diagnosis 
at some stage, seven of the ulcers having been diagnosed as 
neoplasms. Usually several incorrect diagnoses were made be- 
fore the correct One was reached. Two patients were repeatedly 
investigated for carcinoma of the colon. Other diagnoses in- 
cluded endogenous depression, pseudoangina, fibrositis of the 
chest wall, renal calculus, and carcinoma of the pancreas. 
Mistakes are less likely to be made if it is remembered that 
giant simple ulcers are not so rare. Of the 16 patients with 
simple ulcers, 4 are dead: 2 from hemorrhage, one from 
inanition, and one from hypertensive heart failure. In three 
of these fatal cases a wrong diagnosis was a contributing 
factor. Seven of the 12 surviving patients were treated by 
partial gastrectomy, and 5 were treated medically. Of the 
five patients referred for medical treatment only one required 
a gastrectomy; he was an older man with a long history of 
ulcers, and he refused to cooperate. Two patients were treated as 
outpatients, and one of these continued to work. Not a singlc 
giant ulcer developed in 221 patients with gastric ulcer who 
were treated by the authors. These patients were urged to eat 
normal food and to exercise. 


Amebiasis of Liver: Diagnosis, Prognosis, and Treatment. B 
Septlveda, H. Jinich, F. Bassols and R. Munoz. Rev. invest. 
clin. 7:165-188 (April-June) 1954 (In Spanish) {Mexico, D. F., 
Mexico]. 

Sixty-seven patients with amebiasis of the liver were observed 
in the Hospital de Enfermedades de la Nutricién of Mexico 
City during the last six years. The disease was classified in 
three clinical forms as acute hepatitis and either acute or 
chronic abscess of the liver. Acute hepatitis follows a benign 
course, with fever and moderate enlargement of the liver. Liver 
functions are normal. Pleuropulmonary complications do not 
occur. The disease is rapidly controlled by administration of 
chloroquine by mouth in daily doses of 0.9 gm. for six days. 
Chronic abscess of the liver is marked by loss of weight, hypo- 
albuminemia, anemia, and the occurrence of pleural empyema, 
hydrothorax, and pulmonary atelactasis at the base of the lung. 
The clinical symptoms of amebiasis of the liver are similar 
to those of other nonamebic febrile infections, diseases of the 
liver, and acute conditions of the abdomen. The most frequent 
complications in the cases reported by the authors were second- 
ary infection of the abscess in 10 patients, acute peritonitis from 
rupture of the abscess into the peritoneal cavity in 4, pleural 
empyema in 3, hepatobronchial fistula in 3, and abscess of 
lung in one. Ten patients died. The cause of death was acute 
peritonitis from rupture of the abscess into the peritoneal cavily 
in four patients, pleural empyema in three, and bronchopneci- 
monia, acute septicemia, and hepatic coma in one each. The 
authors advise the following scheme: As soon as diagnosis of 
amebic abscess is made the patient is given chloroquine by 
mouth in daily doses of 0.9 gm. for 10 days, at the end of 
which, if the symptoms subside, the treatment is continued alon? 
for 20 more days, during which chloroquine is given in daily 
doses of 0.6 gm. Otherwise surgical treatment is indicated si- 
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multaneously with chloroquine therapy. It consists of puncture 
and evacuation of the abscess when the abscess is sterile and 
of surgical opening and drainage of the abscess in cases of 
secondary infection, danger of rupture of the abscess into the 
pleural or peritoneal cavities, and in cases of large loculated 
abscesses. Liver abscesses may be approached either through 
the thorax or the abdomen, but the drainage should always be 
extraserosal. Chloroquine is the medicament of choice. The 
substance is as active as emetine and has the advantages that 
it can be taken by mouth and is far less toxic than emetine. 


Chronic Uleerative Colitis and Regional Enteritis—Their Al- 
lergic Aspects. A. H. Rowe and A. Rowe Jr. Ann. Allergy 
12:387-402 (July-Aug.) 1954 [Minneapolis]. 


Studies during the last 16 years provided Rowe and Rowe 
with evidence that atopic allergy is the probable primary cause 
of chronic ulcerative colitis and regional enteritis, which are 
characterized by an eczematous-like reaction involving all layers 
of the colon. Observations on 138 patients with these forms of 
colitis or enteritis are analyzed in this report. Women predomi- 
nated. The average age onset was in the 20’s, but no age 
was exempt. Allergy was indicated by the localization, spread- 
ing tendency, remissions, and exacerbations, which also occur 
in other manifestations of allergy, especially in atopic derma- 
titis. The gross and histological tissue changes causing the 
erythema, granulation, friability, and round cell infiltration with 
eosinophils in regional enteritis and the thromboses, necroses, 
ulcerations, and perforations are best explained by allergy, 
which at times may be complicated by secondary infection. 
When allergy is the sole cause, antiallergic therapy alone con- 
trols the symptoms, but when secondary infection, anemia, and 
avitaminosis are present, they must also be treated. Food allergy 
was studied and controlled with a fruit-free elimination diet, 
modified as required. In severe cases strained meats were used. 
Any food may be responsible, but milk is most frequently the 
offending food; fruits, chocolate, and condiments are often re- 
sponsible, and at times legumes, beef, fish, and certain vegeta- 
bles are the cause. Pollen allergy requires prolonged desensiti- 
zation with multiple antigens and at times pollen filters and 
environmental control. Skin reactions are negative at times. 
Adjunctive treatment for secondary infection, anemia, and 
avitaminosis is discussed. Indications for and complications of 
treatment with corticotropin and cortisone are summarized. 
Results of studies on the allergic causes indicated food allergy 
alone or combined with pollen allergy in 70% and pollen 
allergy in 22% of the 138 cases. The cause was not established 
in 8% of the cases. Nine deaths occurred before 1947, but 
there have been no deaths since. The authors emphasize the 
importance of cooperation on the part of the patient in the 
treatment. Only two ileostomies and colectomies have been 
done in eight years in cooperating patients. Only 38 exacerba- 
tions were observed in 16 years with the therapeutic methods 
employed by the authors; they believe that this is less than with 
other therapies. 


Treatment of Ulcerative Colitis with Corticotropin (ACTH). 
E. Messmer. Miinchen. med. Wchnschr. 96:913-916 (Aug. 13) 
1954 (In German) [Munich, Germany]. 

Corticotropin was given to eight patients with severe idio- 
pathic ulcerative colitis. The g@rug was ineffective in five pa- 
tents. Necropsy revealed ulcers with unusually extensive 
surfaces and with undermined margins. There were no changes 
that could have been caused by cicatrization. Slight and only 
‘emporary improvement occurred in the other three patients, 
and partial colectomy was required in one of them. The oc- 
currence of atypical giant ulcers in the absence of fibrotic 
changes in a previously normal colon of patients who had been 
given corticotropin for rheumatic polyarthritis was reported by 
other authors. Messmer shares their opinion that prevention of 
regenerative processes and simultaneous disturbance of the 
enteral immunization by corticotropin may be responsible for 
the occurrence of the atypical ulcers that were observed in 
these patients. The more frequent occurrence of intestinal 
Perforation in patients with ulcerative colitis who were treated 
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with corticotropin than in those who were not may possibly 
be explained similarly. This alone would justify extreme cau- 
tion in the use of corticotropin for the treatment of severe 
ulcerative colitis. Corticotropin also reduces general resistance 
against bacterial infection. In one of the author's patients 
pleural empyema occurred after treatment with corticotropin, 
and antibiotic therapy was ineffective. The indications for treat- 
ment of ulcerative colitis with corticotropin, therefore, seem to 
be limited. Corticotropin therapy might be advocated for pa- 
tients with an acute, highly febrife course of the disease or in 
those who are about to be subjected to surgical intervention. 
The general condition of the patient will be improved by the 
hormone, and thus the operation will be performed under more 
favorable conditions. In all other cases of ulcerative colitis 
corticotropin seems to be contraindicated. 


Exploration of the Spleen, the Liver, and the Portal Vein by 
Splenoportography. L. Leger and C. Proux. Arch. mal. app. 
digest. 43:641-660 (June) 1954 ¢In French) [Paris, France]. 

Splenoportography is a comparatively new method of in- 
vestigation, but it has already proved invaluable in the study 
of the spleen, the liver, and the portal vessels. Three years of 
experience have shown that the information supplied by this 
method is of great practical importance to physicians and 
surgeons concerned with the treatment of such pathological 
conditions as venous obstructions to the portal circulation, 
parenchymatous obstructions (cirrhoses), tumors of the liver, 
enlargement of the spleen, and digestive hemorrhages. The di- 
latation of the portal venous system caused by an obstruction 
to the circulation appears chiefly in the splenic vein, which in- 
creases in caliber and becomes tortuous. The collateral circula- 
tion simultaneously undergoes abnormal development, often 
resulting in portacaval anastomoses of the Medusa’s head type. 
An acute thrombosis of the portal vein after a fracture of the 
humerus and compression or thrombosis of the splenic vein 
associated with pancreatic tumors or acute pancreatic lithiasis 
are among the venous obstructions that have been diagnosed 
by splenoportography after other methods had been used with- 
out success. The images obtained in patients with cirrhosis of 
the liver can apparently be divided into three groups: (1) those 
in which the intrahepatic ramifications are: almost normal, 
although the contours may be straighter and the angles sharper 
than usual; (2) those showing the development of collaterals 
and reflux of the contrast medium toward the region of the 
inferior mesenteric vein, the coronary vein of the stomach, 
and the esophageal-mediastinal veins, while at the same time 
the intraparenchymal ramifications appear to have been thinned 
out; and (3) those of the final stage, m which the reflux toward 
the collaterals is accentuated and the intrahepatic ramifications 
are obliterated. Splenoportography can also be used to identify 
hepatic metastases, which are often overlooked during lapa- 
rotomy either because of their position or because they are not 
clinically perceptible. Direct examination of the liver for metas- 
tases arising from lesions outside the abdominal cavity, e. g., 
breast cancer, is not always possible, and in such cases also 
splenoportography may reveal lesions that could not otherwise 
be found. Operations on the spleen should always be preceded 
by splenoportography, which provides the surgeon with infor- 
mation on the presence or absence of perisplenic vascular 
anastomoses and shows whether or not the portal circulation 
is obstructed. The diagnostic value of this procedure in digestive 
hemorrhages is still under imvestigation, but nt has been used 
successfully in two cases, in one of which the splenic circula- 
tion was obstructed as a result of chronic pancreatitis, while 
im the other the anemia and hemorrhages accompanying a 
diaphragmatic hernia were apparently due to cirrhogenous 
splenomegaly of thrombophlebitic origin. 


Nutrient Intake and Blood Findings of Men on Diet Devoid 
of Meat. L. Mirone. Am. J, Clin. Nutrition 2:246-251 (July- 
Aug.) 1954 [New York]. 

The studies reported were made in a community of men 
subsisting on a diet devoid of meat and low in animal protein, 
fat, and cholesterol. A previous study disclosed that, despite 
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the low animal protein intake for periods of from 12 to 47 
years, the erythrocyte count, hemoglobin and hematocrit values, 
blood iron, glucose, nonprotein nitrogen, total serum protein, 
albumin, and globulin levels were within normal limits. This 
study reviews the work and rest habits of the men, their av- 
erage daily nutritive intake, and the kinds of foods served them. 
Serum cholesterol and cholesterol-ester determinations were 
made to investigate the effect of a persistently low cholesterol 
intake on these values. Determinations of nonprotein nitrogen, 
urea nitrogen, uric acid, and creatinine levels in the blood were 
also made. The men worked eight hours a day, six days a 
week. They rose at 2 a. m. and retired at 7 p. m. during the 
winter months and at 8 p. m. during the summer. In the 
summer they rested one hour after dinner; thus the men slept 
or rested seven hours per day throughout the year. The re- 
maining nine hours were spent in mental activities and mod- 
erately active physical activities. Meat or meatstock was never 
served. Likewise eggs, as such, were never served: however, 
10 oz. (0.31 kg.) of dried eggs (1.36%) were added to a 46 Ib. 
batch of raisin bread that was served 28 times during the year. 
The plain cake or cookies that were served only 10 times during 
the year contained fresh eggs. The barley coffee was 9.26% 
fresh skim milk, and the whole wheat bread was 2.17% dried 
skim milk. Although vegetables and fruit of all varieties were 
permissible, the variety was limited to crops native to the area. 
Six members of the community participated in the study. The 
men appeared to be “healthy”; they were free of symptoms of 
illness and considered themselves in normal health. The main- 
stays of the diet were whole wheat bread containing 2.17% 
dried skim milk, barley coffee containing 9.26% fresh skim 
milk, vegetables, and fruit. In addition, small amounts of ani- 
mal protein, in the form of the skim milk present in the whole 
wheat bread and the barley coffee, were ingested at each of 
the three meals. According to Leverton and Gram, inclusion 
of animal protein at each meal, particularly in cases in which 
the total protein and caloric intake is low, is essential for max- 
imum. nitrogen retention. The average daily intake of calories, 
total protein, calcium, and riboflavin was somewhat lower than 
the recommended allowances of the National Research Council. 
It was found that prolonged consumption of a diet low in ani- 
mal protein (10-23 gm.) had no apparent deleterious effect on 
the health. The addition of skim milk to a vegetable diet raised 
the nutritive value of the diet to within accepted standards. The 
serum cholesterol and cholesterol-ester levels were maintained 
at normal levels despite prolonged consumption of a low fat, 
low cholesterol diet. A diet devoid of meat and low in animal 
protein had no effect on the nonprotein nitrogenous fractions of 
the blood. 










































Finger Clubbing: Validity as a Physical Sign. D. A. Pyke. 
Lancet 2:352-354 (Aug. 21) 1954 [London, England]. 


Twelve doctors and six medical students were asked to ex- 
amine 12 patients and to record whether the fingers were 
clubbed or not. The observers made their observations on the 
patients independently and without examining them in any other 
way, but some of the observers already knew the diagnoses in 
some of the patients. When handing in the report of their 
results the observers were asked to write down their definition 
of the term clubbing; none knew beforehand that this would 
be required of them. One finger was selected for examination 
in each patient, so that the same finger would be examined by 
all the observers, who were also asked to repeat their exami- 
nations on unlabeled photographs of the same fingers. The 
diagnosis was unanimous in only two cases; in another two it 
was almost equally divided. The results in the other eight cases 
lay at various points between these two extremes. Only one 
observer gave exactly the same answers on clinical and on pho- 
'tographic examination. Two patients, blue, breathless, and with 
isevere pulmonary heart disease, were so much more often 
thought to have clubbed fingers when examined at the bed- 
side than by photography that conscious or unconscious bias 
was thought to have influenced the diagnosis. It is suggested 
that clubbing is often an unreliable sign. 
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Left Heart Catheterization. V. O. BjOrk and G. Malmstrim, 
Circulation Res. 2:424-425 (Sept.) 1954 [New York]. 


The left atrium was punctured in 50 patients by introducing 
a needle paravertebrally above the posterior end of the righ 
ninth rib and then into the left atrium. On 16 occasions 4 fine 
plastic catheter was introduced through the needle; it was always 
possible to pass the catheter into the left ventricle and, with the 
exception of one case, into the aorta. Pressure measurements 
were made while the catheter was slowly withdrawn from the 
aorta to the left atrium. Catheterization of the left side of the 
heart yields more valuable information in patients with mitral 
and aortic valvular disease than the more commonly used 
catheterization of the right side of the heart. Catheterization of 
the left side of the heart is a comparatively quick procedure. 
usually not requiring more than half an hour. Done by a thoracic 
surgeon, catheterization of the left side of the heart, wich 
allows measurement of pressure in the aorta, the left ventricle. 
and the left atrium, is the investigative procedure of choice jp 
patients with mitral and aortic valvular disease. 


Intravenous Trypsin in Experimental Myocardial Infarction, 
C. M. Agress, H. I. Jacobs, M. J. Binder and others. Circulation 
Res. 2:397-404 (Sept.) 1954 [New York]. 


Emboli were caused in the coronary arteries of 29 dogs 
with repeated injections of fibrin particles (about 0.5 mg. per 
kilogram of body weight), without opening the chest, until 
definite electrocardiographic evidence of myocardial injury was 
observed, as indicated by significant deviations of RS-T segments 
from control levels. Thirteen of the 29 dogs injured in this 
manner received from one to six intravenous infusions of crystal- 
line trypsin (Tryptar) in isotonic sodium chloride solution 
(250,000 units in 250 cc. of isotonic sodium chloride solution 
each) within a period of eight days. Three injured dogs were 
given much smaller amounts of trypsin, and the remaining |3 
dogs were not treated with trypsin and served as controls. Sur- 
viving animals were killed on the ninth day. Intravenous ad- 
ministration of the proteolytic enzyme trypsin caused recanaliza- 
tion of the coronary vessels in which emboli had been caused 
by fibrin particles. There was little or no effect on the jibrin 
particles themselves. Complete occlusion of vesszls in which 
emboli had been produced in this manner occurred in two hours 
or less and was caused by the formation of a host thrombus in 
and around the fibrin particle. Trypsin appeared to act on, o1 
to initiate action on, this secondary thrombus to cause its re- 
moval. Thus, treated animals had physiologically patent coronary 
arteries, while the arteries of the untreated animals remained 
occluded. Treatment with trypsin is apparently not contra- 
indicated in dogs in the presence of severe myocardial infarction; 
in no case did myocardial rupture occur. These dogs were active 
during the postinfarction treatment period. No toxic or adverse 
effects, except hypotension, were observed during the infusions; 
hypotension could be avoided by careful control of the infusion 
rate. Microscopic studies of the infarcts showed no interference 
with the healing process. Electrocardiographic abnormalities 
produced by infarction were often completely reversed after 
trypsin infusions, and drops in blood pressure were significantly 
less in the treated group after an eight day period. The authors’ 
experiments thus showed that a proteolytic agent can significantly 
aid the dissolution of coronary arterial thrombi without further 
damage to the infarcted myocardium. 


Treatment of Hyperthyroidism with Radioiodine: Clinical Evalu- 
ation of 142 Cases. S. Rinkoff, J. R. Freid, 1. Rossman and M. 
Spring. New York J. Med. 54:2470-2473 (Sept. 1) 1954 |New 
York]. 


Of 142 patients with hyperthyroidism treated with radioiodine. 
48 had nodular goiter and 94 had toxic diffuse goiter (Graves 
disease). The ratio of women to men was 5:1. Ninety-two per 
cent of the patients became euthyroid in a period ranging from 
eight weeks to one year. The condition of five patients was still 
toxic after one year of treatment. Nodular goiters required one 
and a half to two times as much radioiodine as did toxic 
diffuse goiters. Hypothyroidism developed in 10% of the patients, 
but in only 4% was a maintenance dose of thyroid extract 
required for over a year. Twenty-one patients had heart disease, 
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and 15 had auricular fibrillation. Only two of the latter regained 
, regular sinus rhythm after they became euthyroid. Twelve 
patients had diabetes mellitus; radioiodine therapy lessened the 
insulin requirements of two of them. Treatment with radioiodine 
entails no loss of time. There is no morbidity and no mortality. 
Practically every patient with hyperthyroidism can be cured, 
provided the dose is adequate. Hypothyroidism is the only com- 
plication. Radioiodine therapy is therefore distinctly superior to 
thyroidectomy and treatment with the thiouracil compounds. 


Incidence of Fatal Tuberculosis in Adults. H. Grosse. Beitr. 
Klin. Tuberk, 112:121-130 (No. 2) 1954 (In German) [Berlin, 
Germany]. 

\ review of the literature on the incidence of tuberculosis as 
the cause of death revealed considerable discrepancies in data 
about persons over 20 years of age. A comparison of the 
autopsies performed at the City Hospital of Dresden-Friedrich- 
stadt between 1852 and 1901 with those between 1928 and 1951 
showed that of 22,049 autopsies performed in the 19th century 
tuberculosis was the cause of death in 9,504 (43%), while of 
31,008 autopsies performed in the 20th century tuberculosis was 
the cause of death in 2,945 (9.6%). An analysis of these data 
according to the mean values of the percentages of fatal tuber- 
culosis, which were calculated separately for men and women, 
and in each of these two groups separately for each decade of life 
from the third to the ninth, showed that the incidence of tuber- 
culosis revealed by autopsy as the cause of death decreased in 
both sexes from the 20th year of life on. This apparent decrease, 
however, was due only to the fact that the incidence of the non- 
tuberculous causes of death increased with advancing age much 
more than that of fatal tuberculosis. When the percentage of 
deaths from tuberculosis was compared with the percentage 
of deaths from diseases such as carcinoma, leukemia, and 
sarcoma, plus those from tuberculosis, and to groups of 10,000 
living persons of the same age and sex, it appeared that the 
incidence of tuberculosis as the cause of death was increasing 
in both men and women up to the most advanced age, except 
that in women in the third and fourth decade an early peak was 
reached. The reduction in the incidence of mortality from 
tuberculosis in the present century compared to that in the 
previous century occurred particularly in the young age groups 
and was less pronounced in the older age groups. By comparing 
the incidence of fatal tuberculosis with the total incidence of 
tuberculosis, the increase in the incidence of tuberculosis with 
advancing age appeared to be further reduced. It is therefore 
possible that the disposition to fatal tuberculosis does not show 
too pronounced variations, except for the greater disposition in 
women in the third and fourth decades of life. Consequently, the 
increased mortality rate of tuberculosis with advancing age would 
mainly be the result of death occurring at a later time in patients 
with chronic tuberculosis who had been treated for their disease, 
so that death did not result directly from tuberculosis but from 
decompensation of the right side of the heart. If there is not less 
tendency to fatal tuberculosis in the ninth and eighth decades of 
life than in the third decade, then a large number of older patients 
with tuberculosis must be omitted in the statistics of morbidity 
and mortality reported by other workers. The number of older 
patients in whom tuberculosis was diagnosed apparently is sig- 
nificantly smaller than the number of those who in reality have 
tuberculosis. The author’s system of referring in his mortality 
statistics to the living persons of the same age and sex becomes 
questionable if one acknowledges a hereditary disposition to 
fatal tuberculosis, because there is a possibility that those with 
a tendency to fatal tuberculosis were eliminated, apart from 
the changes in the population caused by emigration, two world 
wars, and reduced infant mortality. 


Fatal Case of Tuberculosis Produced by BCG. J. Meyer. Am. 
Rev. Tuberc. 70:402-412 (Sept.) 1954 [New York]. 


A case of extremely malignant tuberculosis of the lymphatic 
system occurred in a young boy of Western Zealand, Denmark. 
He was vaccinated at the age of 5 with BCG, and two weeks 
later the illness that brought about his death after two years 
began. The first symptom was an enlarged node in the left axilla 
evolving to an abscess. Progressive involvement of the lymph 
nodes throughout the body was characteristic of the course of the 
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disease in this patient. Serologic investigations showed that the 
organisms taken from the patient were of the BCG type only. 
His condition continued to deteriorate despite dihydrostrepto- 
mycin, p-aminosalicylic acid, and, later, isoniazid therapy. 
Several times the administration of one or another of these 
agents had to be discontinued because of anorexia, vomiting, or 
clonic convulsions. Repeated blood transfusions were successful 
in that they raised the hemoglobin level to normal, but nothing 
could arrest the patient’s cachexia. Clinically, his condition re- 
sembled nothing so much as what the ancient clinicians described 
as the “severe malignant form of scrofulosis,” a condition that 
has virtually disappeared today. The autopsy report showed an 
atypical picture, with conspicuous absence of miliary tubercles, 
peribronchitis, and caseous necroses in the lungs. Almost no 
normal tissue was seen in the enormously enlarged lymph nodes 
of the thorax, which were characterized by widespread caseous 
necrosis with abscess formation but only slight tissue reaction 
with granuloma formation. In conclusion, this case justifies the 
statement that the Bacillus Calmette-Guérin introduced by BCG 
vaccination can produce a fatal tuberculosis in man. Such an 
occurrence is so exceptionally rare, however, that this case alone 
should not be allowed to influence the current practice with 
regard to BCG vaccination. 


SURGERY 


Extradural Hemorrhages of the Posterior Fossa. R. S. Hooper. 
Brit. J. Surg. 42:19-26 (July) 1954 [Bristol, England]. 


The seven cases of extradural hemorrhages in the posterior 
fossa reviewed in this report belonged to a series of 47 patients 
with extradural hematomas. The clinical manifestations are 
variable, but three clinical types may be identified: (1) the acute 
form, in which severe signs of medullary compression occur 
within 24 hours of injury; (2) the subacute form, in which the 
manifestations of brain-stem compression are delayed for two 
to seven days after injury; and (3) the chronic form, in which 
bleeding has long ceased, but the clot later breaks down and 
its volume probably increases as a result of osmotic factors, 
resulting in acute manifestations some weeks after the accident. 
The acute form of posterior fossa hemorrhage is frequently as- 
sociated with more severe brain damage elsewhere, and the 
mortality is in consequence higher, even after early diagnosis 
and evacuation of the hematoma. Two of the seven patients 
presented had the acute form; four had the subacute form, in 
which the symptoms became manifest between the 3rd and the 
10th days; and one patient had the chronic persistent form. 
In this last form the common features are persistent headache 
and later signs that are usually associated with tumors of the 
posterior fossa, such as papilledema, ataxic gait, and vomiting. 
Ventriculography is required for diagnosis in most patients with 
these presenting symptoms. The displacement of the ventricles 
may not be very great, and elevation of one occipital horn may 
be the only characteristic finding. Extradural hemorrhage in 
the posterior fossa is suggested by an impact on the posterior 
portion of the head and a fracture crossing the lateral sinus. 
Symptoms include headache, vomiting, and neck stiffness. In- 
creasing drowsiness, pupillary abnormalities, unilateral hypo- 
tonia, and extensor plantar responses are the commonest clinical 
manifestations. Operative intervention is often urgent. The prog- 
nosis, as in extradural hemorrhage elsewhere, depends primarily 
on early diagnosis and operation without delay. 


The Surgical Treatment of Patent Ductus Arteriosus: A Review 
of 50 Cases. I. S. Cade. Brit. J. Surg. 42:31-34 (July) 1954 
[Bristol, London]. 


Cade discusses the prognosis in untreated patients with patent 
ductus arteriosus, the indications for surgical treatment, and the 
choice of operation. He reviews observations on 50 patients op- 
erated on for patent ductus arteriosus at two Bristol hospitals. 
The fact that 30 of the 50 patients were women is in accordance 
with the usual preponderance of women. The average age at 
operation was 9.5 years, and 39 of the 50 patients were from 
5 to 15 years of age. Six patients were under the age of 5 years, 
the youngest being 2 years 5 months. Operation was undertaken 
at an early age in these patients because of the development of 
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symptoms or because of radiological evidence of an enlarging 
heart. Only five patients were over the age of 15 years, the old- 
est being 33 years. This patient was operated on because she 
also had mitral stenosis, the symptoms of which were aggra- 
vated by the patent ductus. A definite family history of patent 
ductus arteriosus was obtained from only one patient whose 
mother had died of an infected ductus. In one other case a 
sister had had heart disease, but the nature of this was not 
known. In 39 patients the diagnosis was made initially at a 
routine school or service examination or during an intercurrent 
illness. Of these, 29 patients remained symptomless, but in 2 
patients activity had been limited on medical advice. In seven 
patients mild breathlessness on exertion was noted after the di- 
agnosis had been made. One patient was admitted at the age of 
9 with bacterial endocarditis; a positive blood-culture was ob- 
tained. She was treated successfully with penicillin and read- 
mitted three months later for operation. Two others had attacks 
of fever suggestive of endocarditis, although this was not proved. 
In 11 patients the first complaint was breathlessness on effort 
or undue fatigue. The diagnosis was always based on the char- 
acteristic machinery murmur. A thrill was palpable in 34 pa- 
tients; the pulse pressure was raised in most. Although clinical 
evidence of cardiac enlargement was observed in only two 
patients, radiological evidence of cardiac enlargement was 
observed in 19 patients, and enlargement of the pulmonary 
conus was noted in most. The technique of the operation is 
briefly described. No deaths resulted from the surgical treat- 
ment; postoperative complications were few and did not re- 
sult in permanent disability. The majority of the patients 
showed great improvement after the operation. None of the 
complications to which patients with ductus arteriosus are sub- 
ject arose postoperatively, and no recurrence occurred. In view 
of the small operative risk it is recommended that, in all children 
in whom the ductus arteriosus is still patent at the age of 6 
years, operation for ligation of the ductus should be carried out. 
The results indicate that adequate ligation is sufficient to pre- 
vent recurrence, and the more formidable operation of division 
is only necessary in exceptional cases. 


Tricuspid Stenosis: Clinical and Physiologic Evaluation. M. C. 
McCord, H. Swan and S. G. Blount Jr. Am. Heart J. 48:405-415 
(Sept.) 1954 [St. Louis]. 


McCord and associates report a 24-year-old man and two 
women aged 38 and 43 with varying degrees of stenosis of the 
tricuspid valve in whom surgical treatment was instituted. The 
stenosis of the tricuspid valve was associated with lesions of 
the mitral valve in all three patients and with additional involve- 
ment of the aortic valve in two. All the patients showed a severe 
degree of impairment of cardiac function produced by the 
multiple valve lesions that characteristically occur with disease 
of the tricuspid valve. The stenosis of the tricuspid valve in the 
man and in one of the women was of only moderate degree and 
was not amenable to correction by surgery. “Tight” tricuspid 
stenosis was present in the other woman and was partially cor- 
rected by finger fracture commissurotomy. Peripheral vascular 
collapse resulted in the death of the man 48 hours after the 
operation, showing the pronounced limitation of cardiac re- 
serve in disease of the tricuspid valve. A history of right upper 
quadrant pain and ascites was obtained in all patients. The 
typical stasis cyanosis of the face was present in two patients, 
although the arterial oxygen saturation was normal. Murmurs 
were present over the tricuspid area in all patients. The location 
of the murmur of tricuspid insufficiency along the lower left 
sternal border was of sufficient value to permit differentiation 
from the murmur of mitral insufficiency. A precise differentiation 
of these two murmurs is essential in determining operability; 
the presence of significant mitral insufficiency eliminates the 
possibility of beneficial surgical treatment, whereas tricuspid 
insufficiency does not necessarily contraindicate correction of 
“tight” mitral stenosis. The deep cervical veins were distended 
and pulsating in all three patients. The presence of a presystolic 
venous pulse wave in two patients with sinus rhythm proved to 
be an unreliable sign of surgical tricuspid stenosis. Dominant 
tricuspid insufficiency was shown in both patients, in one at 
surgical intervention and in the other at necropsy. Considerable 
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enlargement of the liver was observed in all patients, but no 
definite intrinsic hepatic pulsations were detectable. Fluoros. 
copy revealed prominence of the superior vena cava and en. 
largement of the right atrium; these findings were suggestive of 
tricuspid involvement. Clinical studies thus permitted the diag- 
nosis of disease of the tricuspid valve but were not sufficiently 
precise to permit the diagnosis of “tight” tricuspid stenosis. An 
analysis of the characteristics of the resting right atrial pressure 
paitern was found to be inadequate in determining the presence 
of dominant tricuspid stenosis. Specific diagnostic value was 
derived from the analysis of the pressure gradient between the 
right ventricle and the right atrium. The woman in whom the tri- 
cuspid stenosis was corrected by the surgical intervention had an 
atrioventricular pressure gradient of considerable magnitude jn 
early diastole, which occurred with a low cardiac index of 
2.2 liters. A reduction in this gradient resulted after operative 
enlargement of the orifice of the tricuspid valve. The increase 
in the early diastolic gradient is the most dependable hemody- 
namic characteristic of tricuspid stenosis in arriving at a de- 
cision regarding the operability of the tricuspid lesion. The 
two surviving patients had complicated postoperative courses 
marked by increasing fluid retention, pronounced dyspnea, and 
severe chest pain, but both were definitely improved by surgery, 
The association of mitral stenosis with disease of the tricuspid 
valve represents an operable state. The operative mortality and 
morbidity are high in this type of patient, but the probability 
of improvement warrants surgical therapy. 


The Use of Pliable Plastic Tubes as Aortic Substitutes in Man. 
H. B. Shumacker Jr. and H. King. Surg., Gynec. & Obst. 99: 
287-294 (Sept.) 1954 [Chicago]. 


Shumacker and King treated a patient with a ruptured ab- 
dominal aortic aneurysm at a time when no homologous aortic 
graft was available. They resorted to the use of a pliable plastic 
material. They present histories of six patients in whom pli- 
able plastic material was used as an aortic substitute. Five of the 
six grafts were made by fusing a thin sheet of nonreactive 
polythene between two sheets of nylon. Subsequent laboratory 
studies showed that the same objective could be achieved by 
coating the nylon with methyl methacrylate, and such a graft 
was used in the sixth patient. The graft functioned well in all 
six patients. The first patient was operated on in a state of shock 
and died ultimately of lower nephron nephrosis. The graft was 
patent and lined with a smooth layer of fibrin. The second 
patient has a properly functioning graft six months after opera- 
tion. In the third patient the graft was working well at the time 
of death some hours after completion of the operation. A good 
aortic pathway was reestablished in the other three cases. In all 
of them the graft was sutured in place without difficulty. Lab- 
oratory studies are in progress to learn more about the useful- 
ness and limitations of these grafts. The authors feel that the 
results obtained in the reported cases and in experimental 
studies justify further clinical observations on the use of pliable 
plastic tubes for replacement of the aorta and aortic bifurcation. 


An Interim Report upon the “Second Look” Procedure for 
Cancer of the Stomach, Colon, and Rectum and for “Limited 
Intraperitoneal Carcinosis.” O. H. Wangensteen, F. J. Lewis, 
S. W. Arhelger and others. Surg., Gynec. & Obst. 99:257-267 
(Sept.) 1954 [Chicago]. 


Second-look operations are reexploration operations done on 
patients who had gastric, colic, or rectal cancers with lymph 
node metastases. About six months after the original excision 
and while they are still asymptomatic and have no clinical evi- 
dence of residual cancer these patients are again operated on, 
and any residual cancer found is removed, if possible. If cancer 
is found at this second-look operation, third and fourth opera- 
tions are carried out subsequently at similar intervals of time 
until no more cancer is found. The systematic use of a second 
or even several exploratory operations after the first excision 
of the visceral cancer is an effort to cure a higher proportion 
of the patients who have metastatic cancers. The authors per- 
formed second-look operations on 103 patients with cancer of 
the stomach, rectum, or colon who had involvement of the 
lymph nodes. In some of these patients further operations were 
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done after the second-look operation, so that in all 141 opera- 
tions were done after the original excision. Six patients with 
residual cancer at the second operation were finally found to 
be free from cancer at some subsequent operation. They are 
still alive and have no evidence of residual cancer. One of these 
six patients had cancer of the stomach, one had cancer of the 
rectum, and four had cancer of the colon. Thus the second-look 
procedure seems to hold the greatest promise in patients with 
cancer Of the colon. The authors feel that sufficient time has 
not elapsed to establish or disprove their assumption that re- 
sidual abdominal cancers may often be completely resected. 
Their early experience suggests that this may be possible in at 
least some types of residual cancers. In all the patients in whom 
the second-look operation proved effective, residual cancer was 
limited to one or a few lymph nodes and to one area of the 
abdomen. For patients with this type of residual cancer the 
second-look procedure may prove to be a crucial addition to 
therapy. 


Meckel’s Diverticulum in Children: A Report of 43 Cases. 
vy. S. Brookes. Brit. J. Surg. 42:57-68 (July) 1954 [Bristol, 
London]. 


Brookes reviews observations on 43 children with Meckel’s 
diverticulum who were seen at the Children’s Hospital, Birming- 
ham, during the 10 year period 1942 to 1952. These children 
included only those in whom the diverticulum was diseased or 
in whom it was found at operation; those found incidentally 
at post mortem were disregarded. There were 30 males and 13 
females. The author discusses the embryology of the vitelloin- 
testinal duct, the variations in the anatomy that may result from 
persistence of the whole or part of it, and some points regard- 
ing the presence of heterotopic tissue in such remnants. Five 
different anatomic types were seen in this series. There were 
31 patients with the classical form of diverticulum, which has 
no cord or apex; in 6 the apex was connected by cord with 
the umbilicus, in 2 the apex was attached directly to the um- 
bilicus, im One the apex was connected by a band to another 
structure, and in 3 the vitellointestinal duct was complete. 
Histological examination of the specimens revealed evidence 
of heterotopic gastric mucous membrane in nine patients. Three 
of 12 patients, who had no histological evidence of heterotopic 
gastric mucosa, showed other presumptive evidence of hetero- 
topia, that is, bleeding, ulcer, or dyspepsia. In nine patients only 
gangrene of the diverticulum was reported. No _ histological 
examination was performed in the 13 remaining patients, but 
3 of these had a history of dyspepsia, which is suggestive of 
heterotopia. Complications developed in 37 of the 43 patients, 
and 8 of these died. Intestinal obstruction of one form or an- 
other was the commonest and by far the most dangerous of 
the complications seen. The wide variation in the type of disease 
that may involve the diverticulum should be borne in mind when 
some other abdominal, digestive organ suspected of disease does 
not completely explain the symptoms present. There appears to 
be a tendency for diseases of Meckel’s diverticulum to occur at 
an early age, and in this series seven of the patients were only 
a few days old, while a further five were under the age of | 
year. In addition, five of the older children had had repeated 
abdominal symptoms in infancy that had been labeled “feeding 
difficulty” but were most probably associated with the divertic- 
ulum. In children, particularly, a Meckel’s diverticulum should 
always be looked for routinely at laparotomy and removed if 
present. The removal of an.uncomplicated diverticulum is a 
‘imple and safe procedure, while its presence in the abdomen 
is a potential source of danger. 


The Behavior of Local Foci Causing Recurrent Streptococcal 
Infections of the Skin, Subcutaneous Tissues, and Lymphatics. 
F. A. Stevens. Surg., Gynec. & Obst. 99:268-272 (Sept.) 1954 
Chicago]. 

Thirty-four patients with recurrent infections were under 
servation for periods of two to four years. In 13, streptococci 
Were cultivated from foci or the tissues in two or more attacks. 
The chief purposes of the cultures and serologic studies were to 
determine whether the same strain caused a patient’s recurrent 
iiections and if the strains were demonstrably different from 
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other streptococci. The patients were grouped according to the 
behavior of their foci. There were four patients in whom recur- 
rent attacks were caused by superficial persistent foci. Two 
of these had recurrent attacks of facial erysipelas, and two had 
leg infections with an associated lymphangitis. The facial in- 
fections were caused by infected eczemas of the external ear 
and those of the legs by patches of interdigital dermatitis harbor- 
ing streptococci. Attacks ceased when these foci healed. In 
each of these patients identical strains of streptococci were 
recovered during two successive infections. In a group of five 
patients recurrent attacks were caused by the reactivation of 
old foci. The foci in these patients healed between reinfections. 
Streptococci were never cultivated from scrapings of the skin 
at the healed sites. The intervals between infections were long, 
sometimes years elapsed before foci were relighted, but even 
after these long intervals the same foci, and about the same areas 
of skin and subcutaneous tissues, were again invaded. In one of 
these five patients the strains recovered at two successive infec- 
tions were identical, in others they were different. In the third 
group of four patients latent foci existed in edematous tissues. 
Edema preceded the initial infection. Two had congenital 
telangiectasia and two edema of an arm after mastectomy. 
While these patients were being observed, there were no super- 
ficial foci that may have served as portals of entry. The same 
strain was found in both cultures from the tissues in successive 
attacks. The intervals between exacerbations of infections varied 
from 5 to 15 months. The strains must have been quiescent 
between acute exacerbations. The author points out that the 
foci causing recurrent streptococcic pharyngitis behave like the 
foci in these dermal infections, and even after the foci have been 
surgically removed the nasopharynx is still susceptible to attacks. 
Presumably the foci in other recurrent infections behave like the 
foci in recurrent dermal infections. 


Observations on Postoperative Pancreatitis and Postoperative 
Elevation of the Serum Amylase. R. G. Perryman and S. O. 
Hoerr. Am. J. Surg. 88:417-420 (Sept.) 1954 |New York]. 


The serum amylase levels in 85 unselected patients subjected 
to a variety of operations involving the upper abdomen were 
studied in the hope of finding a clue to the occurrence of mild 
postoperative pancreatitis. Determinations of the serum amylase 
were made once before operation and three times after it, on 
the first, second, and third postoperative days if possible. The 
method used was that of Myers and Killian, in which the upper 
limit of normal serum amylase is taken to be 200 units. A 
level of 500 units or more was arbitrarily selected as represent- 
ing a significant elevation, and an attempt was made to correlate 
the significant elevations with manipulation of the pancreas at 
the time of operation, with preexisting disease of the pancreas, 
and with the type of operation performed. Primary disease of 
the stomach, duodenum, gallbladder, or bile ducts was present 
in 74 patients; 6 had primary disease of the pancreas, but the 
operation was not necessarily directly on the pancreas; 2 had 
cirrhosis of the liver; 2 had diseases of the spleen; and one 
had hepatitis. An increase of serum amylase to 500 units or 
more was seen in nearly one-third of these patients on at least 
one postoperative determination. The elevation of the serum 
amylase levels, however, was not generally accompanied by 
clinical evidence of acute pancreatitis. The levels found after 
operations requiring direct manipulation of the pancreas in the 
course of the procedure did not differ notably from those found 
after operations in which there was no direct manipulation of 
the pancreas. Negative results were also obtained when the 
postoperative serum amylase levels in patients with and with- 
out preexisting pancreatic disease were compared. The high 
incidence of increases in the postoperative levels after gastric 
resection and exploration of the common bile duct, however, 
suggests that the type of operation performed plays an important 
part in producing the increase. Acute postoperative pancreatitis 
of the fulminating type is, fortunately, rare, but mild forms, 
masked by the diffuse discomfort of an abdominal operation, 
probably occur with comparative frequency and should be con- 
sidered in the differential diagnosis of the milder disorders 
sometimes seen after operations on the stomach, duodenum, bile 
ducts, and pancreas. 
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Selection of Patients for Mitral Commissurotomy in Relation to 
Clinical Results. O. C. Julian, W. S. Dye and W. J. Grove. 
A. M. A. Arch. Surg. 69:273-281 (Sept.) 1954 [Chicago]. 


The present series of patients who had mitral commissurotomy 
numbers 139. The original number was 160, but 21 patients were 
either lost to follow-up or have been operated on too recently 
for evaluation. Excellent or good results were obtained in 95 
patients, 20 were unchanged or worse; there were 7 post- 
operative deaths, and the late mortality (deaths after leaving 
hospital) was 17. The influence on prognosis of associated valve 
lesions such as aortic disease and mitral insufficiency was evalu- 
ated by comparing the number of patients with enlargement of 
the left side of the heart in the different result groups. Enlarge- 
ment of the left side of the heart, and, by extension, aortic disease 
and mitral insufficiency, is definitely an unfavorable finding from 
the standpoint of prognosis after surgical treatment. The ob- 
servation that an apical systolic murmur is not always reliable 
evidence of functional regurgitation further emphasizes the 
importance of enlargement of the left side of the heart as a 
prognostic sign. Auricular fibrillation is a poor prognostic sign, 
not in itself but because it accompanies the more advanced 
stages of disease. Nineteen of the total deaths reported occurred 
in 39 group 4 patients operated on; but elimination of group 4 
patients as operative candidates because of high mortality would 
not be justified in view of 20 good or excellent results obtained 
in the group. Arterial emboli occurred in 9 patients of the total 
160. The one peripheral embolus was fatal; three of eight cere- 
bral emboli were also fatal. Embolism was thus a problem in 
surgical technique, contrasting with the fact that there was no 
mortality due to technical difficulty or cardiac arrhythmia. When 
interauricular clots were found by the examining finger, a suction 
tube was used to extricate them. Further improvement in the 
technique of mitral valve surgery may possibly be looked for 
when, under direct vision accomplished with hibernation or 
pump, the atrial wall may be sucked clean of all thrombi before 
the valve is opened by careful cutting under vision. 


Closure of Atrial Septal Defects. E. Husfeldt and H. R. Sgren- 
sen. Danish M. Bull. 1:93-94 (Aug.) 1954 (In English) [Copen- 
hagen, Denmark]. 

Nine female and three male patients between the ages of 4 
and 39 years with atrial septal defects were operated on at the 
Rigshospitalet in Copenhagen, Denmark. The chest was opened 
through a posterolateral incision and the fifth rib resected. The 
superior mediastinum was infiltrated with a 1% solution of 
procaine hydrochloride. The pericardium was opened widely, 
and the edges of the pericardium were sutured to the chest wall. 
An area covered with yellow, fatty tissue may often be seen in 
front of the right pulmonary veins behind the right atrium. 
There the pericardium was incised and the heart wall dissected 
in order to produce a cleavage between the two atriums. In the 
presence of an almost total septal defect little can be dissected, 
while in the presence of a small defect a more than 1 cm. 
cleavage may be produced. The dissection was performed behind 
the superior and inferior caval veins, which previously had been 
freed completely and ligated. The left index finger then was 
introduced through the right auricular appendage into the right 
auricle and the defect explored. Guided by the finger in the 
right atrium, one silk suture no. 10 was anchored in the upper 
edge of the ventricular septum in front of the aorta at the upper 
end of the cleavage and another silk suture was anchored in the 
ventricular wall below the atrioventricular sulcus under the 
inferior vena cava. The long ends of these two sutures were 
taken behind the superior and inferior caval veins and tied over 
a piece of absorbable gelatin sponge (Gelfoam) placed in the 
cleavage between the two atriunis. Thus the atrial septum or 
what remained of it was pulled down against the upper edge of 
the ventricular septum, producing functional closure of the 
atrial septal defect. Of the 12 patients, 9 had total or nearly total 
defects. Two of these were closed completely, four were reduced 
to a diameter of less than 1 cm., and the diameter of one defect 
was reduced to between 1 and 2 cm., so that it was no longer 
physiologically important. Two smaller defects were closed com- 
pletely, and one of a diameter of more than 3 cm. was reduced 
to less than 1 cm. One patient died of heart failure 24 hours after 
the operation, and another died of heart failure on the operating 
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table. Necropsies were performed and revealed complicating maj. 
formations of the tricuspid and mitral valves. Total heart blog} 
was observed after the operation in one patient but subsided be. 
fore the patient was discharged. Several patients had tachycardj, 
for prolonged periods and slightly elevated temperatures for two 
to four weeks after the operation. Preoperative functional] dycp. 
nea was improved in all the surviving patients, and in some of 
them the size of the heart was reduced considerably, but jt js 
still too early for evaluation of final results. 


Repair of Atrial Septal Defects in Man Under Direct Vision with 
the Aid of Hypothermia. F. J. Lewis, R. L. Varco and M. Taufic 
Surgery 36:538-556 (Sept.) 1954 [St. Louis]. 


Four children between the ages of 5 and 10 years and seven 
adults between the ages of 17 and 46 with atrial septal defects 
were operated on during hypothermia. Closure of the defess 
was attempted under direct vision. There were two operative 
deaths; one resulted from a technical error that led to a hemor. 
rhage from the left atrium, and the second death was attributed 
to cardiac arrest. In a third patient the operation was terminated 
without performing the intracardiac procedure. The remaining 
eight patients had the septal defects successfully closed. Despite 
the relatively short time that had passed since the surgical inter. 
vention, all patients showed clinical improvement and roentgen 
ray studies also indicated improvement. All except one of the 
six patients who had been followed for more than one month 
after the operation showed a decrease in the size of the heart 
Reduction in the cardiac shadow is likely to be slow because of 
the prominent muszle hypertrophy. Postoperative cardiac cathe. 
terization was performed on five patients, and four of them had 
no evidence of a shunt. Despite the residual shunt in one patient, 
his heart has decreased in size since the surgical intervention, 
and it may not be necessary to perform another operation 
Ventricular fibrillation, a complication probably related to hypo- 
thermia, occurred during the surgical intervention in four 
patients, but defibrillation with electric shock and massage was 
obtained promptly in each of thes2 patients. Digital intracardiac 
exploration before the circulation is occluded has become an 
essential part of the operation. With it the anatomy of the defect 
may be comprehended before the heart is opened widely, and 
then even complicated defects can be accurately repaired in the 
time allowed. At the present time the operation, the technique 
of which is described in detail, is a safe and effective way of 
repairing all but the low or septum primum defects of the atrial 
septum. 


NEUROLOGY & PSYCHIATRY 


Effects of Prefrontal Lobotomy on Patients with Severe Chronic 
Schizophrenia. R. L. Jenkins, J. Q. Holsopple and M. Lorr. Am 
J. Psychiat. 111:84-90 (Aug.) 1954 [Baltimore]. 


The Veterans Administration lobotomy research project, in 
which six hospitals participate, is an effort to define, particularl) 
through the use of scaling devices and control series, the nature 
and extent of the changes that occur when prefrontal lobotomy 
is performed on patients with chronic schizophrenia. The ob- 
servation that patients with severe schizophrenic symptoms tend 
to improve whether lobotomy is done or not confirms the need 
for control cases in studies of the effects of lobotomy. The 
selection of patients for operation and for matched control was 
carried out by the lobotomy committees of the participating 
hospitals. Patients selected for operation tend to show some- 
what more severe symptoms than those selected as controls. The 
standard prefrontal lobotomy technique was used. From bilateral 
trephine openings close to the midline an incision is made 2 
cm. anterior to the coronal suture. The incision is carried down 
under direct vision to the gray matter overlying the sphenoidal 
ridge. All white matter is sectioned medially as well as laterally. 
Information was obtained from three types of data: from tests 
of performance, from clinical judgement somewhat objectified 
by scaling procedures, and from a projective device that used 4 
sentence-completion test. It was found that the patients on whom 
lobotomies were performed show symptomatic improvemen! 
with a frequency reliably greater than that of the control patients. 
They appear more nearly normal. Anxiety is diminished. Re- 
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sistive isolation and schizophrenic disorganization appear di- 
minished, and paranoid projection is diminished. The hypothesis 
js presented that the schizophrenic process is the result of a 
conflict, which is reflected on the psychological side by anxious 
preoccupation and on the neurological side by an unresolving 
morbid resonance or eddy of neural activity between cortex and 
diencephalon, which jams the higher circuits and leaves the con- 
trol of behavior to lower centers capable only of stereotyped 
inflexible and defensive adjustments. Prefrontal lobotomy is 
presumed to benefit the schizophrenic patient by destroying cir- 
cuits involved in the maintenance of this morbid eddy or 
resonance and permitting him more effectively to integrate and 
use what is left. 


An Illness Resembling Poliomyelitis Observed in Nurses. A. D. 
Macrae and J. F. Galpine. Lancet 2:350-352 (Aug. 21) 1954 
(London, England]. 


During the late summer and autumn of 1953 some of the 
nurses in a Coventry Hospital became ill with symptoms of 
involvement of the central nervous system. Almost all of them 
were working in wards to which patients with poliomyelitis 
were being admitted. Thirteen of 49 members of the staff be- 
came ill, and the clinical features of the illness included mild 
sore throat, headache, backache, pyrexia, and paresis. This last 
symptom was present in almost all patients. Recovery was 
relatively rapid. Poliomyelitis was at first suspected, but the 
atypical clinical picture, the consistently normal findings in the 
cerebrospinal fluid, the failure to isolate poliomyelitis virus, and 
the absence of an increase in poliomyelitis antibodies in the 
serum made this diagnosis unlikely. The blood of most of those 
who were investigated showed low levels of antibody against one 
or more types of poliomyelitis virus. As a low level of circulat- 
ing antibody is considered to offer protection against the 
development of poliomyelitis with paralysis, these results prob- 
ably indicate that those investigated had a reasonable degree 
of immunity against this disease and that the outbreak was 
not the result of infection by a pcliomyelitis virus. 


Psychosis Following Bromide Intoxication. H. Muszynska. 
Delaware M. J. 26:205-206 (Aug.) 1954 [Wilmington, Del.]. 


A 41-year-old man was transferred to the Delaware State 
Hospital from a general hospital where he had been admitted 
for possible pneumonia and where a tentative diagnosis of 
myocarditis and pneumonitis was made. The hospital report 
stated that the patient’s physical condition improved after 
administration of oxygen and other medication, but that his 
mental condition did not improve. The history of the patient 
revealed that his vocational progress was impaired by heavy 
drinking. When he obtained a job as a gardner, which he 
liked, he stopped drinking so he would not lose the job. To 
control a feeling of discomfort and vague gastric pains he 
started to take Nervine, which contains about 600 mg. of 
different bromides in 4 cc. He took about 6 to 8 teaspoonfuls 
of this medicine daily. Later he decreased this drug and started 
to take Bromo-Seltzer, which contains 320 mg. sodium bromide 
and 160 mg. acetanilid per teaspoonful. He took about two 
teaspoonfuls four times a day. Under treatment with salt- 
glucose tablets and with large doses of vitamins the bromide 
level in the blood decreased in about 25 days from 320 mg. 
per 100 cc. to 160 mg. per 100 cc. and after another 10 days 
to 20 mg. per 100 cc. His physical and mental condition im- 
proved more or less proportionally with the decrease of the 
bromide level in the blood. He attended group therapy sessions 
for alcoholics, worked in the ground crew, and was discharged 
after two and one-half months. The author calls attention to 
the fact that recent literature reveals that the number of 
admissions of patients with bromide intoxication to mental 
hospitals has increased over the past years and attributes this 
fact to the greater restrictions in the dispensing of barbiturates. 
Drug addicts may switch to easily available bromides when 
barbiturates become more difficult to obtain. The author also 
Suggests that the acute disease, which had been diagnosed as 
myocarditis in the general hospital, could have been due to 
the acetanilid contained in the Bromo-Seltzer. 
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Effect of Chlorpromazine on the Behaviour of Chronically 
Overactive Psychotic Patients. J. Elkes and C. Elkes. Brit. 
M. J. 2:560-565 (Sept. 4) 1954 [London, England]. 


The effect of chlorpromazine (10-[y-dimethylaminopropy]l]-2- 
chlorophenothiazine hydrochloride) was studied in 27 patients 
with chronic agitated psychoses. Of these, 13 were patients with 
schizophrenia, 11 had affective psychoses, and 3 had senile 
psychoses. Each patient was used as his own control; chlorpro- 
mazine and identical inert placebo tablets were alternately given 
to the same patient over varying periods. Records were kept 
independently by the medical and the day and night nursing 
staffs. The code of the trial was known to only one of those 
taking part in it, and assessment was based on the retrospective 
examination of the records of each patient. Seven patients were 
considered to be definitely and 11 slightly improved. Improve- 
ment often did not become apparent until after three to six 
weeks of continuous medication at or around the level of 150 
mg. a day. Patients in the affective group appeared to respond 
slightly better than patients with schizophrenia. None of the 
three with senile dementia was significantly improved. The 
response was symptomatic in nature, and the results were 
subtle rather than dramatic. The patients became quieter, less 
tense, less disturbed by their hallucinations, and more amenable 
to the suggestions and care of the nursing staff. Three patients 
became fit for parole, though none became fit for discharge. 
The essential psychotic disorder underwent no apparent 
change. Nine patients, all of whom were members of the 
definitely or slightly improved group, had a gain in weight 
ranging from 11 to 34 Ib. (5 to 15.4 kg.) in 22 weeks. This 
was attributed to the improvement that had occurred in eating 
habits, though more direct metabolic effects of the drug cannot 
be excluded. As for the side-effects, one patient had transient 
jaundice, and slight, transient blood changes developed in two 
others. Apart from this, the drug was well tolerated in the 150 
mg. daily dose ultimately adopted. None of the patients re- 
quired extra sedation when receiving chlorpromazine therapy. 
The results of this study are sufficiently interesting to warrant 
further investigation. The patients studied up to now in England 
and on the continent have been mainly those with chronic 
disease; a study in cases of recent psychotic illness is there- 
fore desirable. A systematic trial in neurotic tension is also 
called for, and the effect on eating habits would suggest trial 
in anorexia nervosa. 


A Study of the Effectiveness of Drug Therapy in Parkinsonism. 
H. A. Kaplan, S. Machover and A. Rabiner. J. Nerv. & Ment. 
Dis. 119:398-411 (May) 1954 [New York]. 


Kaplan and associates investigated the comparative efficacy 
of trihexyphenidyl (Artane), caramiphen (Panparnit), and 
scopolamine in the treatment of paralysis agitans (Parkinsonism). 
Thirty-five patients under treatment for paralysis agitans in the 
outpatient service of the department of neurology and neuro- 
surgery, Kings County Haspital were studied. The group in- 
cluded 24 men and 11 women. The age range for men was 
32 to 44 years and for women 35 to 63 years. Of the 35 
patients 6 had a history of encephalitis. In two cases arterio- 
sclerosis was established as the cause. In 27 cases the cause 
could not be established with certainty. Criteria of improve- 
ment included objective myographic, dynamometric, and peg- 
board dexterity tests in addition to the usual neurological 
examination. Drugs were definitely superior to placebos in 
eliciting from the patient subjective reports of improved sense 
of well-being. Similar results in a lesser degree were obtained 
when the criteria of the neurological examination were applied. 
The electromyographic recordings indicated that the drugs did 
not reduce the amplitude of the tremor as compared with the 
pretreatment level. Once a patient became accustomed to a 
drug, its removal, even without his knowledge, resulted in an 
increase of tremor beyond the original base level. Most of the 
psychomotor performances, except the dynamometer and the 
Shift test on the Purdue pegboard, showed fairly constant, 
statistically reliable improvement after all treatments, including 
placebo, as compared with pretreatment level. There is a 
suggestion of minimal superiority of drugs over placebos. The 
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effects of the drugs are not significantly distinguishable from 
each other. Improvement in voluntary motor function tends to 
be consistent for the person irrespective of the nature of the 
treatment. 


Observations on the Prognosis in Anorexia Nervosa. J. C. Beck 
and K. Brgchner-Mortensen. Acta med. scandinav. 149:409- 
430 (No. 6) 1954 (In English) [Stockholm, Sweden]. 


The clinical and laboratory findings in 28 patients with 
anorexia nervosa are tabulated and discussed. Follow-up was 
possible in 25 patients, of whom 20 were in excellent health, 
4 were in a state of chronic inanition, and one had died in 
severe cachexia. In general, the authors’ experience agrees with 
that of other workers as stated in the literature. However, no 
evidence of raised urinary gonadotrophins was found in 16 
cases, although 14 of the 17 urinary estrogen level determina- 
tions that were carried out revealed low levels. These data 
argue against the theory that the lowered estrogen production 
in anorexia nervosa is associated with a nutritional deficiency. 
In 18 of 27 patients, amenorrhea antedated or coincided with 
the initial weight loss, suggesting that the two disorders have 
a common cause. Treatment of the patients in this series in- 
cluded removal from the environment in which the disease had 
its onset; forced feeding, with the administration of insulin in 
an attempt to stimulate appetite; and the establishment of a 
relationship with a sympathetic, firm, stable person. It is felt 
that the long duration of the patients’ hospital stay was of 
prime importance, but it might have been possible to give 
some of the later therapy on an outpatient basis. Therapeutic 
failures occurred more often in patients with profound psychic 
maladjustment. These data suggest that prognosis is favorable 
in the majority of patients with anorexia nervosa; the opposing 
opinion held by psychiatrists is believed to be due to case 
selection. 


GYNECOLOGY & OBSTETRICS 


Fetal Mortality in Diabetic Pregnancies. J. Pedersen. Diabetes 
3:199-204 (May-June) 1954 [New York]. 


During the years 1946-1953, 189 pregnancies in diabetic 
women were seen at lying-in department B, Rigshospitalet, 
Copenhagen, Denmark, which is a large department receiving, 
without any selection, patients with complications, as well as 
many emergency cases. The pregnancies terminated in the 
birth of 192 babies whose birth weight was 1 kg. or more. The 
fetal mortality of the series was 26%. This material is divided 
into two groups, long-term treated and short-term treated cases, 
according to the stage of pregnancy at which the patient was 
first seen. Both groups received the same treatment, conducted 
by the same few persons, consisting of intensive classical man- 
agement of the diabetes by diet and ample insulin and conserva- 
tive obstetric management. Cesarean section was used in only 
8% of the cases. No hormones were administered. No food was 
given to any of the infants for 24 hours. The rate of severe dia- 
betes (groups C, D, E, and F according to White) was 64%, of 
diabetic retinitis 23%, and of calcified arteries 5%. Forty-four 
per cent of the women were primiparas. In 111 short-term 
pregnancies (112 babies) the fetal mortality was 36%; in 78 long- 
term cases (80 babies) it was 11%. In the long-term series the 
fetal mortality in White groups A, B, C, D, and F was zero, 7, 12, 
5, and 60%, respectively. These results compare favorably with 
those of workers using sex hormone therapy, and the author 
intends to continue using his conservative methods while collect- 
ing a larger series of long-term patients, especially in White 
group F. While awaiting a better classification, he suggests using 
all of the White groups but E, supplemented by separate state- 
ments on the fetal mortality for birth weights of 2.5 kg. and 
over. 


What is “Fibrosis Uteri”? A Clinicopathologic Investigation 
of 50 Cases. W. R. Kovar, B. C. Russum and M. E. Grier. 
Obst. & Gynec. 4:311-321 (Sept.) 1954 [New York]. 


There has been a certain amount of confusion among gyne- 
cologists regarding the term “fibrosis uteri.” The authors review 
the clinical histories of 50 patients who were given this diagnosis 
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after hysterectomy and consider the pathological data from the 
50 specimens. They conclude that a true clinical entity exists 
for which the name “fibrosis uteri” is unsuitable because of the 
diversity among the microscopic findings in the pathological 
specimens and because the amount of fibrosis demonstrable jp 
them can be accounted for by physiological aging. The syp. 
drome, which the authors propose to call “diffuse hypertrophy 
of the uterus,” is characterized by bleeding from a symmetri- 
cally enlarged, thick-walled, smooth, freely movable uterus. 
sometimes accompanied by lower abdominal pain with a sense 
of weight in the pelvis. Those affected are usually white 
multiparas between the ages of 40 and 50 years who are short 
and overweight. All of the patients in this series had chronic 
cervicitis. Parity changes, chronic inflammation, and endocrine 
imbalance are believed to be causal factors. Uterine bleeding 
is best explained by an increased endometrial surface resulting 
from the enlarged endometrial cavity and by interference with 
proper occlusion of the uterine blood vessels. In 37 patients 
of this series the preoperative diagnosis was myoma of the 
uterus. The preoperative diagnosis was correct in only 9 of 
the 50 cases. Forty-one hysterectomies were thus performed 
without complete differential diagnosis; 10 of them were deemed 
unnecessary by the authors. Curettage alone is recommended 
in women of the childbearing age; if not curative, it should 
be followed by a trial of androgen therapy. If excessive blood 
loss continues, hysterectomy is indicated. It is recommended in 
women past the age of 45 who continue to have irregular and 
excessive bleeding after preliminary curettage. 


Radioresistant Cervical Cancer. E. R. Novak. Obst. & Gynec, 
4:251-259 (Sept.) 1954 [New York]. 


Radiation is generally recognized as the proper treatment for 
cancer of the cervix, but surgical excision has a definite use, 
especially in cases of radiation failure. Prompt biopsy confir- 
mation of radioresistance would be especially desirable but is 
beset with such technical difficulties that correlation of radia- 
tion histology and prognosis has been impossible up to the 
present. Twelve radiation failures with subsequent radical surgi- 
cal treatment are analyzed. Previous impressions are reaffirmed 
as to the relative resistance of the spinal type of tumor, but the 
study suggests that pure tumor strains are rare, and degree of 
differentiation in the accepted sense does not parallel neoplastic 
tendencies. Broders’ plan for grading according to cellular 
activity seems a more reliable guide than one based solely on 
degree of differentiation. The patchy localized response to 
irradiation is one of the most striking variables and further 
emphasizes the probability that random biopsy alone can never 
be the criterion of tumor behavior after treatment. 


Behavior of Hormonal Steroids of Endogenous Origin After 
Adrenocorticotropic (ACTH) Stimulation in Women with Car- 
cinoma of the Genital Tract. M. Giaquinto. Riv. ostet. e ginec. 
prat. 36:231-236 (May) 1954 (In Italian) [Milan, Italy]. 


A study was made to determine the response of the adrenals 
to adrenocorticotropic stimulation in women with carcinoma 
of the genital organs. It was carried out on four healthy women 
and on six with cancer. The blood corticoid, the 17-ketosteroid, 
and the urinary corticoid and estrogen levels were measured 
before and after the administration of corticotropin (ACTH) in 
divided doses. The results revealed a paradoxical behavior of 
the adrenal cortex in the women with cancer. In the healthy 
persons there was an increase of all the secretions of the 
adrenal and especially of the glycoactive corticoids, suggesting 
a stimulation of the function of the adrenal cortex but mainly 
of the fascicular zone. In the women with carcinoma, instead 
the androgens, which were already diminished, underwent a 
further decrease, and the estrogens decreased also, while the 
blood and urine corticoid level remained unchanged. It is 
difficult to explain this behavior. It may be that the adrenal, 
which in patients with cancer already has a decreased functional 
activity and lacks reserve energy, does not react to the specific 
adrenocorticotropic stimulus but instead becomes functionally 
exhausted, especially in the reticular zone. 
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PEDIATRICS 


Qsteodysmetamorphosis Fetalis: A Clinical-Pathological Study 
of a Congenital Skeletal Disease with Retarded Growth, 
Hypophosphatasemia and Renal Damage. B. Engfeldt and R. 
Zetterstro6m. J. Pediat. 45:125-140 (Aug.) 1954 [St. Louis]. 


The occurrence of a primary skeletal disease characterized 
by retarded growth with reduced rebuilding of bone tissue and 
associated with renal damage is reported in a baby girl 5 months 
old. She was admitted to a children’s hospital because of 
vomiting, general muscle hypotonia, and bulging fontanels. The 
infant was hospitalized until her death at the age of 10 months. 
The clinical findings were in many respects the same as in 
renal rickets. Examination of the blood serum revealed hyper- 
calcemia and low alkaline phosphatase activity. The usual 
morphological methods as well as biophysical techniques were 
used for the study of the skeleton, which showed a generalized 
inhibition of growth and considerably reduced intensity in the 
rebuilding processes. The mineralization of the newly formed 
organic matrix was defective or completely absent. The com- 
pact bone showed most of the characteristics of that in newborn 
infants. Nephrocalcinosis with nephrocirrhosis was observed in 
the kidneys. At necropsy the alkaline phosphatase activity was 
low both in the skeleton and in the kidneys. The results of the 
authors’ clinical and pathological studies resembled those ob- 
tained by Rathbun in his investigation of a case that he termed 
“hypophosphatasia,” and those obtained by Sobel and associates 
in five patients with roentgenologic signs of severe rickets and 
low serum alkaline phosphatase activity, some of whom had 
symptoms of renal disease. The skeletal disease described by 
Engfeldt and Zetterstrom appears to be a well-delimited clinical 
and pathological entity that may be genetically determined and 
caused by disturbed cellular function. It might thus be referred 
to the same group of skeletal diseases as osteogenesis imperfecta 
and osteopetrosis, two diseases that are likewise caused by a 
disturbance in the development of skeletal tissue. It seems 
reasonable to assume that the disease is of fetal origin. The 
authors suggest that it be termed osteodysmetamorphosis fetalis. 


Pheochromocytoma in a Four-Year-Old Child: Renal Hemo- 
dynamic, Pharmacologic, and Radiographic Studies. C. W. 
Daeschner, J. H. Moyer and L. W. Able. J. Pediat. 45:141- 
152 (Aug.) 1954 [St. Louis]. 


Daeschner and associates report the clinical course and man- 
agement of a 4-year-old boy with hypertension caused by a 
functionally active pheochromocytoma. A well-defined, rounded 
mass about 6 cm. in diameter was found in the anatomic loca- 
tion of the right adrenal gland by intravenous pyelography and 
presacral air insufflation. Renal function was studied by the 
clearance technique in the preoperative and postoperative 
periods. The response of the patient’s continuously elevated 
blood pressure was tested with two epinephrine-blocking agents; 
the drop in the patient’s blood pressure after the administration 
of piperoxan hydrochloride and of phentolamine (Regitine) was 
typical of that expected in hypertension caused by an epi- 
nephrine and/or arterenol-secreting tumor. Subsequent to suc- 
cessful operative removal of the tumor, the patient’s abnormal 
signs and symptoms, such as sustained hypertension, anxiety 
and nervousness, hyperhydrosis and paroxysmal headache, 
disappeared. Sixteen cases of hypertension caused by pheochro- 
mocytoma in children were collected from the literature. The 
typical findings of chronic epinephrine intoxication or of 
sympathetic hyperactivity in these children and in the authors’ 
patient appeared in every aspect similar to those observed in 
adults with functionally active pheochromocytoma. 


Genital Intersexuality in Three Brothers. O. M. de Vaal. 
Maandschr. kindergeneesk. 22:239-249 (July) 1954 (In Dutch) 
{Leiden, Netherlands]. 


On the basis of experimentally induced and spontaneously 
occurring disturbances in the development of the gonado- 
genital system, de Vaal advances a theory to explain cases of 
intersexuality. He stresses the genetic background of inter- 
sexuality and presents an unusual case of genital intersexuality 
in three brothers. All four children of this family were regarded 
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as females at birth, but only the second child had normal 
female genitalia. The first child was hospitalized at the age of 
6 years, and when a cremasteric reflex, a testis-like organ, and 
testicular and scrotal tissues were found, hormonal therapy 
and other treatments were given to promote development of 
the male sex characters. In the third child the decision to 
promote the development of the male characteristics was made 
on the day after birth, and in the fourth child this decision 
was made at 6 months of age, when testes-like organs were 
detected. Consanguineous marriages had occurred in the three 
preceding generations of this family. The author briefly dis- 
cusses the treatment of the different forms of intersexuality. 


The Pulmonary Tuberculoma in Childhood: Its Medical and 
Surgical Management. K. E. Kassowitz. J. Pediat. 45:153- 
163 (Aug.) 1954 [St. Louis]. 


Kassowitz offers the following classification of tuberculoma 
in the pulmonary parenchyma of children: (1) the primary 
tuberculoma of minute size; (2) the more or less extensive 
fibrocalcific, nodular residual tuberculoma after extensive pri- 
mary or postprimary pneumonic lesions; (3) the reinfection 
type of isolated tuberculoma (coin lesion); (4) cavitary lesions 
occurring after reactivation of primary or disintegration of a 
secondary tuberculoma. The prominent role played by the 
participation of the central tracheobronchial lymph nodes in 
the primary and postprimary tuberculous process in children, 
in contrast to adults, must be taken into account in considering 
the therapeutic management of children with pulmonary 
tuberculoma. This is shown by the chest roentgenograms taken 
in 11 children between the ages of 8 months and 14 years. 
Resective surgical treatment is contraindicated in patients with 
tuberculoma of the first type because of the simultaneous 
involvement of the regional lymph nodes, which does not 
permit a complete removal of all the important foci except 
by total pneumonectomy. The same factor of the central foci 
in the tracheobronchial lymph nodes, which is invariably present 
in lesions of the second and third type, would limit any surgical 
procedure to a subtotal resection and, therefore, makes the 
validity of resective surgery in these categories questionable. 
Chemotherapy with streptomycin, p-aminosalicylic acid, and 
isoniazid for three to six months resulted in healing of these 
three types of lesions in 8 of the 11 patients. The remaining 
three patients had proved cavitary lesions. It is only in the 
rather exceptional cases of this type that pulmonary resection 
should be considered alongside other more conservative and 
reversible methods of treatment. Of these three patients, one, 
a 10-year-old girl, was given artificial pneumothorax treat- 
ment; her giant cavity, caused by reactivation of calcified pri- 
mary tubercle in the right lower lobe, disappeared completely, 
and permanent healing after 23 years of continuous observation 
pointed toward the validity of the more conservative approach, 
even in the rare cases of cavitary lesions in children. Pulmonary 
resection was performed in the two other patients. One of 
these, a 13-year-old boy, died of operative shock after a 
lobectomy of the right lower and middle lobes. The other 
patient, a 26-month-old boy with far-advanced tuberculosis of 
the right lung and extensive consolidation and cavitation in 
the midlung region, underwent resection of the anterior seg- 
ment of the right upper lobe and wedge resection of the 
inferior division of the right lower lobe. The patient remained 
well, with negative gastric cultures on the last examination 16 
months after the operation. The complete therapeutic success 
of excisional surgery in this patient helps to justify this method 
of treatment in destructive pulmonary tuberculosis in children. 


The Prognostic Significance of Neonatal Convulsions. J. B. 
Burke. Arch. Dis. Childhood 29:342-345 (Aug.) 1954 [London, 
England]. 


The causes of convulsions during the first few days of life 
include intracranial damage, anoxia, congenital malformations, 
tetany, and infections. It is not always possible to determine 
the cause, but the prognosis is of great importance. Case his- 
tories of all infants recorded as having convulsions or muscular 
twitchings were studied in a Sheffield hospital over a five year 
period. There were 46 cases in a total of 8,679 deliveries (0.2%). 
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Eighteen infants died during the first 13 days of life, 28 were 
discharged from hospital, and 27 have been followed up. Five 
of the 27 were severely retarded mentally; spastic quadriplegia 
was present in one of these, and further convulsions occurred 
in 2; a 6th child was blind in the left eye. Convulsions (or 
muscular twitchings) occurring in the newborn period were asso- 
ciated with birth trauma, asphyxia, or cyanotic attacks in 35 
cases. It is clear from the present series that convulsions and 
muscular twitchings are of serious significance in the newborn 
period. The immediate prognosis should be guarded. If the infant 
survives the first few days of life the ultimate prognosis appears 
to be relatively good. It is impossible to predict from the severity 
or nature of the initial symptoms whether there will be subse- 
quent mental or physical defect. 


Isoniazid in the Treatment of Miliary Tuberculosis in Children. 
W. P. Sweetnam and E. F. Murphy. Arch. Dis. Childhood 
29:338-341 (Aug.) 1954 [London, England]. 


Four children with miliary tuberculosis were treated with 
isoniazid alone on a dosage of 10 mg. per kilogram of body 
weight daily for a year. They ranged in age from 2 to 9 years. 
In one of the children the disease was complicated by tuber- 
culous meningitis and in another by tuberculous enteritis. Clini- 
cal improvement occurred in all four children within a few days 
of the start of treatment. Radiological clearing of the lung fields 
was slow, but they were clear in all at the end of 12 months. 
The lesions of miliary tuberculosis undergo resolution during 
treatment with isoniazid and do not become fibrosed or calcified 
as often happens with streptomycin therapy. A constant feature 
was the rapid return of the appetite, which, in some cases, be- 
came voracious. This feature was so striking as to suggest that 
isoniazid may have some specific effect on the appetite. Appetite 
and weight gain continued, however, after the cessation of treat- 
ment. The Medical Research Council found in 1953 that in a 
third of all patients treated with isoniazid alone resistant vari- 
ants developed within three months, and the council recom- 
mended that isoniazid should not be used by itself in the 
treatment of pulmonary tuberculosis. This recommendation, 
however, is based on the use of the drug in chronic “open” pul- 
monary tuberculosis. In miliary tuberculosis the lesions are 
acute, “closed,” usually minute, and should provide no great 
barrier to the action of the drug or the promotion of healing. 
The development of drug-resistant variants and their dissemi- 
nation is therefore unlikely. The treatment of miliary tuber- 
culosis, in children especially, by a long course of injections 
is unpleasant for all concerned. Isoniazid (in the form of syrup) 
is, in contrast, readily taken by children. This ease of admin- 
istration probably more than compensates for the risk of drug 
resistance, which, in the case of miliary tuberculosis is, at present, 
largely theoretical. 


Significance of Tuberculosis of Paratracheal Lymph Nodes in 
Lymphohematogenous Dissemination. H. Schmidt-Rohr. Beitr. 
Klin. Tuberk. 112:103-116 (No. 2) 1954 (In German) [Berlin, 
Germany]. 


Of 624 children with recent pulmonary primary infection who 
were examined at the tuberculosis ambulatorium of the chil- 
dren’s clinic of the University of Heidelberg between January, 
1948, and August, 1953, 143 (22.9%) showed enlargement of 
the paratracheal lymph nodes and of the para-aortic lymph 
nodes on roentgenologic examination. Enlargement of these 
lymph nodes was suspected in an additional 25 children. Eighty- 
seven (60%) of the 143 patients with tuberculosis of the para- 
tracheal or para-aortic lymph nodes had miliary tuberculosis 
or demonstrable foci of hematogenous dissemination. Of the 
remaining 456 children without tuberculosis of the paratracheal 
or para-aortic lymph nodes, only 61 (13.3%) had miliary tu- 
berculosis or hematogenously disseminated foci. Of the 143 
patients, 71 were suckling infants, 398 small children, and 155 
school children. Involvement of the paratracheal or para-aortic 
lymph nodes was observed in 37 (53%) of the 71, in 87 (22%) 
of the 398, and in 19 (12%) of the 155 patients. These data 
confirm the particular tendency of suckling infants and small 
children to extensive involvement of lymph nodes. An ascending 
course of the lymphadenitis to the supraclavicular lymph nodes 
is rare except in suckling infants; it occurred in 8 of the 37 
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with involvement of the paratracheal or para-aortic lymph 
nodes, and in 6 the enlargement was visible externally. The risk 
of hematogenous dissemination in the children with involvement 
of the paratracheal or para-aortic lymph nodes, however, does 
not depend on the age of the children, since dissemination 
occurred in 13 of the 19 school children as compared with 3 
of the 71 suckling infants. The dissemination was manifested 
particularly in the lungs, presumably because of a prolonged 
dissemination of bacilli from the paratracheal lymph nodes 
through the lymph passages into the lesser circulation. Mild 
involvement of the hilar and mediastinal lymph nodes was 
observed in children with isolated tuberculous meningitis in 
the absence of generalized miliary tuberculosis. The author's 
observations revealed that the roentgenologically confirmed in- 
volvement of the paratracheal and para-aortic lymph nodes in 
patients with a primary complex is a useful signal symptom of 
threatened hematogenous dissemination. In 15 of the 87 patients 
with involvement of the paratracheal or para-aortic lymph 
nodes, a meningitis developed suddenly within one to three 
years after a more or less inapparent dissemination in the 
lungs or after miliary tuberculosis with definite calcification 
in the paratracheal or para-aortic lymph nodes. This observation 
offers little promise for the medicinal treatment of caseating 
tuberculous processes in the lymph nodes. Prophylactic treat- 
ment is not practicable for the entire period during which 
dissemination by lymph passages may occur. 


DERMATOLOGY 


Erythromycin Therapy of Acne Vulgaris. J. van de Erve Jr. 
J. Invest. Dermat. 23:67-69 (Aug.) 1954 [Baltimore]. 


Erythromycin was given to patients with either an uncompli- 
cated acne with comedones and excessive oiliness of the skin 
or to those with a marked pyogenic phase. Some of the patients 
had been treated previously with other measures. The erythro- 
mycin was given in 200 mg. capsules, one capsule being given at 
7 a. m., 4 p. m., and 11 p. m. In some cases this daily dosage 
was increased to four capsules per day. The age range of the 
60 patients was 10 to 35 years, and both sexes were repre- 
sented. The pustular element was controlled in nearly all cases, 
but this improvement was temporary, with recurrence in the 
majority of instances within a month after treatment. There 
was little or no effect on the sebaceous secretion. Only one 
patient was intolerant of the drug, manifesting diarrhea to the 
extent of having to discontinue therapy. No untoward effects, 
such as monilial overgrowth or disturbance in the bacterial 
balance, were noted. 


Effect of Candicidin in Intertriginous and Paronychial Monilia- 
sis; Preliminary Report. A. G. Franks, C. L. Taschdjian and 
G. A. Thorpe. J. Invest. Dermat. 23:75-83 (Aug.) 1954 
[Baltimore]. 


Candicidin, an antibiotic with marked activity against yeasts 
and yeast-like organisms, was recently isolated from a soil 
actinomycete similar to Streptomyces griseus. It is not as yet 
sufficiently purified for internal administration, but a 1% 
aqueous solution of Candicidin A and Candicidin B in poly- 
ethylene glycol was used in four cases of intertriginous and 
three cases of paronychial moniliasis. Three patients with 
freshly contracted monilial intertrigo responded with complete 
clearing of the lesions within 10 days of treatment with Candi- 
cidin B. The fourth, with a chronic case, responded after seven 
weeks to Candicidin A, with relapse after one month. The three 
cases of paronychia failed to show appreciable improvemeni 
after three months of treatment with Candicidin A. 


UROLOGY 


Atabrin in Treatment of Trichomonas Infestation in the Prostate. 
J. M. Hammer, A. DeGroat and J. R. MacGregor. J. Michigan 
M. Soc. 53:888-889 (Aug.) 1954 [St. Paul]. 


Hammer and associates point out that Lanceley recently 
reported that in three of five male volunteers inoculated per 
urethra with Trichomonas vaginalis a urethritis developed, and 
in two of these three there also developed a prostatitis. Until 
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recently, all attention was directed toward eliminating the 
organism from the female genital tract, probably because of the 
lower reported incidence in males. This may be due to inade- 
quate examination of the urine, urethral discharge, or pros- 
tatic fluid. Many times the wet preparations are examined micro- 
scopically without a cover slip under low power after the 
specimen has stood for a considerable length of time. The 
specimen must be examined at once. In the case of prostatic 
fluid it is of particular importance that a cover slip be used 
and the preparation be examined under high power. The tricho- 
monads in prostatic fluid are not as active as they are in urine 
or in a urethral discharge and can be easily missed under low 
power. Trichomonas infestation in the male is more common 
than is suspected and is probably an important cause of refrac- 
tive cases in the female. The authors consider quinacrine hydro- 
chloride the drug of choice. Each of the patients presented a 
morning drop or a chronic backache. The prostate was boggy 
and tender, and there were many trichomonads in the prostatic 
fluid. The men were given 0.2 gm. of quinacrine (Atabrine) 
hydrochloride four times a day for one week. When tricho- 
monads were still present at the end of the week the course 
of treatment was repeated. In all four cases the trichomonads 
were eliminated at the end of three courses. 


Influence of Vitamins on Seminal Fluid. A. Narpozzi. Riv. 
ostet. e ginec. prat. 36:254-260 (May) 1954 (In Italian) [Milan, 
Italy]. 


[he direct action of the vitamins A, B, C, D, and E on the 
number, dynamics, and morphology of the sperm of patients 
with oligospermia seen at the sterility center of the University 
of Padua was studied. Only patients who did not have other 
evident alteration of the genital organs or marked disorders of 
the endocrine system were considered. Daily injections of large 
doses (100,000 and 200,000 units) of vitamin A decreased the 
number of spermatozoa, whereas doses of 30,000 and 50,000 
units brought about a gradual increase of these cells and of their 
motility. The oligospermia was also improved in the patients 
who received vitamins of the B group. In these, however, the 
beneficial effect was probably more the consequence of an im- 
provement of the general condition and mainly of the hepatic 
function. Although the number of spermatozoa was not changed 
by vitamin C, this did increase their motility and cause the 
abnormal forms to disappear. Vitamin D in average doses 
improved the oligospermia but caused azoospermia in large 
doses. Vitamin E increased the number and the motility of 
the spermatozoa and caused the abnormal forms to disappear. 
The best results were obtained in the patients who received 
both vitamin A and vitamin E. Only in these was the number of 
spermatozoa restored to normal, 


OPHTHALMOLOGY 


Vitreous Hemorrhage and Retinopathy Associated with Sickle- 
Cell Disease. M. D. Henry and A. Z. Chapman. Am. J. Ophth. 
38:204-209 (Aug.) 1954 [Chicago]. 


Henry and Chapman comment on spontaneous vitreous 
hemorrhage, also known as Eales’s disease, and review reports 
on its occurrence in sickle cell disease. Their attention was 
drawn to the presence of intraocular hemorrhage in a patient 
with the sickling phenomenon in 1951. They studied 28 patients 
to determine if the occurrence of such retinal vascular path- 
ological processes and the sickling process were or were not 
related. None of these patients had disorders that in the past 
had been considered as the possible cause of recurrent intra- 
ocular hemorrhages, such as foci of infection relative to the 
ear, nose, and throat, dental, genitourinary, or pulmonary 
systems. Systemic diseases other than sickling were not evident, 
and metabolic studies revealed no disturbances of calcium or 
carbohydrate metabolism. No history of past trauma or exposure 
to toxins was obtainable that could account for the retinal 
changes. Nineteen of the 29 patients were classed as having the 
sickle cell trait, and 10 as sickle cell anemia. The case histories 
of the nine Negro patients who had intraocular lesions are 
reported. Retinal hemorrhages, vitreous hemorrhages, retinitis 
proliferans, chorioretinal atrophy, retinal detachment, and 
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retinal infarcts were observed. Four of these nine patients had 
no anemia or hemolytic processes, and yet the severity of their 
ocular lesions did not differ from those with anemia. The 
authors agree with Bauer that the disease known as sickle cell 
anemia might better be named sickle cell disease, because 
anemia, though the best known sign of this disease, is not the 
essential and not the most dangerous one. The authors suggest 
that other idiopathic vascular pathological processes occurring 
in Negroes, such as Coats’s disease (exudative retinitis), may 
be due to sickle cell disease. 


Optic Neuritis Caused by Virus of Epidemic Parotitis. J. Teuns. 
Nederl. tijdschr. geneesk. 98:2137-2139 (July 31) 1954 (In 
Dutch) [Amsterdam, Netherlands]. 


Teuns reports the case of a boy, aged 10, who was found 
to have papilledema in both eyes and in whom a brain tumor 
was suspected. On the day after hospitalization vision was 
markedly reduced and the visual fields were contracted. On the 
basis of a diagnosis of optic neuritis the boy was given cortisone 
injections on alternate days. After eight injections of 2.5 mg. 
of cortisone, the boy was treated with intramuscular injections 
of tolazoline (Priscoline) hydrochloride. Gradually the visual 
fields widened and the papilledema disappeared. Optic neuritis 
occurs after numerous infectious diseases, particularly after 
virus infections. The boy whose case is reported had had 
bilateral epidemic parotitis 20 days before, and so it was 
assumed that the virus of mumps (parotitis) might have caused 
the optic neuritis. Although the pressure of the cerebrospinal 
fluid was normal and pleocytosis was mild, mumps virus was 
isolated from a specimen of spinal fluid that had been with- 
drawn during the early stage of the optic neuritis. The com- 
plement fixation reactions at first were negative in the cerebro- 
spinal fluid but later became positive; in the serum, the 
complement fixation titer was so high (576) as is otherwise 
observed only during the acute stage of mumps. 


THERAPEUTICS 


Observations on Use of Clupanodonic Acid in Treatment of 
Primary Tuberculosis. S. Durigato and L. Cremonini. Gazz. 
med. ital. 113:198-200 (July) 1954 (In Italian) [Milan, Italy]. 


Clupanodonic acid (Clupadene), which is a good adjuvant in 
the treatment of pulmonary tuberculosis in adults, proved 
especially beneficial in the treatment of primary tuberculosis. 
The authors treated 12 girls with primary tuberculosis with 
the drug and obtained good results not only on the general 
condition but also on the specific tuberculous process. The 
treatment was well tolerated. Best results were obtained in 
patients with epituberculous infiltration, which disappeared 
quickly. The Mantoux test in these patients indicated that the 
drug’s main influence is on the tuberculous allergy. In view 
of this, clupanodonic acid may prove useful when combined 
with antibiotics and chemotherapeutics; these have a direct 
action on the tubercle bacillus, while the acid acts on the 
tuberculous allergy modifying it and may potentiate the specific 
action of the aforementioned drugs. Because of its particular 
preparation, clupanodonic acid may also be used as an excipient 
and a solvent for streptomycin. 


The Treatment of Lead Encephalopathy: A Method for the 
Removal of Lead During the Acute Stage. S. P. Bessman, M. 
Rubin and S. Leikin. Pediatrics 14:201-208 (Sept.) 1954 
[Springfield, III.]. 


Seven patients with lead encephalopathy were treated during 
the acute stage with the calcium complex of ethylene diamine 
tetra-acetic acid (CaEDTA). One died soon after admission to 
the hospital, and the others showed prompt clinical improve- 
ment. No signs of toxicity from the agent were noted. Urinary 
excretion studies showed that about 1.8 mg. of lead is excreted 
for each 500 mg. of the drug administered under conditions 
calculated to realize the maximum efficiency. of the therapy. 
It is too early to evaluate the effects of this form of treatment 
in minimizing brain damage from lead encephalopathy. 
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Studies on Mechanism of Action of Cortisone in Experimental 
Syphilis. T. B. Turner and D. H. Hollander. Am. J. Syph. 
38:371-387 (Sept.) 1954 [St. Louis]. 


There is evidence that cortisone and corticotropin bring about 
significant alterations in the response of a host to infectious 
agents. The authors showed that administration of cortisone to 
rabbits with dermal syphilomas profoundly alters the character 
of the lesions and to a lesser extent the subsequent course of 
the disease. In contrast to the usual reddish, indurated, and 
often stony-hard lesions, those in cortisone-treated animals are 
pale, soft, and filled with a tenacious mucoid material identified 
as hyaluronic acid. Treponema pallidum organisms occur in 
such lesions in excessive numbers. On withdrawal of cortisone 
there is a rebound phenomenon characterized by a return of 
the lesions to their pretreatment characteristics, except that they 
usually become much larger than in animals that have received 
no cortisone. Generalized syphilitic lesions occur in a much 
higher proportion of cortisone-treated animals than in untreated 
ones. The authors feel that the evidence suggests that the most 
striking effect of cortisone therapy on syphilomas in rabbits is 
less dependent on inhibition of antibody formation than on a 
direct effect on the tissues at the point of contact between para- 
site and host, and that a prominent feature of this effect is 
alteration in the ratio of hyaluronic acid and chondroitin sulfate. 


Sodium Pentothal Solution, An Adjuvant in Treatment of Acute 
Alcoholism. D. E. Eckart. J. Kansas M. Soc. 55:453-454 (Aug.) 
1954 [Topeka, Kan.]. 


Eckart describes a procedure that he has used in the treat- 
ment of 75 patients hospitalized for acute alcoholism. If the 
patient is combative or resistive, or if there is a suspicion that 
he had a large intake of alcohol just before arrival at the hos- 
pital, he is put to sleep with 10 to 15 cc. of 2.5% thiopental 
(Pentothal) sodium. In the latter case, the stomach is emptied. 
Then an intravenous drip is started with 1,000 cc. of 10% 
glucose or isotonic sodium chloride solution containing 2 gm. 
of thiopental. A size 21 needle is used, so that the speed of 
the drip can be varied between 10 and 80 drops per minute. The 
rate is about 80 drops per minute for the first five minutes, and 
after that it is slowed to between 20 and 40. Insulin in a dose 
of 10 to 15 units may be given on admission, but the author 
generally waits until morning, stopping the thiopental therapy 
about two and one-half to three hours before breakfast and 
giving between 15 and 50 units of regular insulin and sweetened 
fruit juices one hour prior to breakfast.: Atropine sulfate is 
given to control increased secretions that appear in some pa- 
tients. During the first three days, with the exception of the 
day of admission, the 0.2% thiopental solution should be given 
only during the night hours, starting between 7:30 and 11:30 
p. m. If delirium tremens or toxic psychosis develop between 
the third and fifth days, the solution may then be used continu- 
ously until the withdrawal symptoms are under control. The 
described treatment has made it possible to manage the most 
difficult alcoholic with the facilities and methods available in 
a general hospital. The risks involved in this:method, such as 
respiratory depression, infection, and insulin reaction, never 
became serious and could be controlled by the usual methods. 


Allergy to Penicillin as Therapeutic Impairment that Should 
Be Taken Seriously. K. H. Karcher. Medizinische No. 33/34: 
1089-1092 (Aug. 21) 1954 (In German) [Stuttgart, Germany]. 


Karcher does not agree with those who report a decrease in 
the incidence of allergy to penicillin. He describes seven illus- 
trative cases of various manifestations of allergy to penicillin in 
six men and one woman. The sensitization was caused by the 
antibiotic, which had been given by injection or orally in the 
form of lozenges or had been applied as an ointment or aerosol. 
Three of the patients were treated with penicillin for mycosis 
(oral moniliasis); the antibiotic treatment caused an exacerbation 
of the mycotic changes of the skin, with simultaneous occur- 
rence of severe general allergic symptoms. All seven patients 
were seen in the course of one year. Penicillin should be dis- 
continued immediately after the occurrence of pruritis, urticaria, 
or general manifestations such as nausea or congestion. Anti- 
allergic therapy should be instituted immediately with antihista- 
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mines, and in severe cases epinephrine, corticotropin, or corti- 
sone should be given. Occasionally edema of the glottis may 
require a tracheotomy. Continuous drip infusion of 1 mg. of 
procaine hydrochloride in 1,000 cc. of solution or continued 
sleep for several days induced with phenothiazine derivatives 
proved effective in some of the author’s patients in whom 
arthralgia occurred after treatment with penicillin. This experj- 
ence contradicts the opinion of other workers that the procuine 
portion in repository penicillin preparations may be responsible 
for the allergy to the antibiotic. Although toxic reactions to 
procaine are known, genuine sensitization by this drug occurs 
less frequently than after penicillin. The author is convinced 
that local treatment with penicillin ointment or aerosol should 
be omitted. If antibiotic local therapy is indispensable, another 
antibiotic with a wider spectrum of action and with less tendency 
to sensitization should be employed. He cautions against peroral 
administration of penicillin for simple colds. Undesirable side- 
effects of penicillin in cases of gonorrhea and syphilis may be 
prevented by questioning the patient with respect to previous 
penicillin therapy or by examination regarding the presence of 
fungus disease. 


Studies on Staphylococci from Hospital Patients: I. Predomi- 
nance of Strains of Group III Phage Patterns Which Are Resist- 
ant to Multiple Antibiotics. V. Knight and A. R. Holzer. J. 
Clin. Invest. 33:1190-1198 (Sept.) 1954 [New York]. 


Of 516 strains of Micrococcus pyogenes var. aureus, princi- 
pally cultured from the nose, throat, and rectum of 86 micro- 
coccic carriers at Bellevue Hospital, New York, in 1953 and 
1954, 338 (65.5%) were resistant to the four antibiotics, 
chlortetracycline, oxytetracycline, streptomycin, and penicillin. 
More than 90% of these drug-resistant micrococcic strains were 
lysed by group 3 micrococcic bacteriophages. Intermediate 
degrees of susceptibility to chloramphenicol were observed in 
the strains of micrococci, and nearly all of them were highly 
susceptible to erythromycin. In contrast, 55 similar strains 
collected at Postgraduate Hospital in New York between 1932 
and 1938, i. e., at a time when no antibiotics were available, 
were to a large extent susceptible to penicillin, and were all 
inhibited by low concentrations of the tetracyclines and erythro- 
mycin. They were of intermediate degrees of susceptibility to 
streptomycin and chloramphenicol. Only 20% of these strains 
were lysed by group 3 micrococcic bacteriophages. Few micro- 
cocci of group 3 phage patterns resistant to multiple antibiotics 
were isolated on admission from micrococcic carriers at Bellevue 
Hospital, but thereafter, among such patients who were treated 
with tetracyclines, these “hospital micrococci” rapidly replaced 
other strains of micrococci. Cultures from patients treated with 
penicillin underwent a similar but significantly less rapid change. 
Among patients who received no antibiotics there was no impe- 
tus toward elimination of strains carried on admission, whether 
susceptible or resistant, so that there was. virtually no replace- 
ment phenomenon, and acquisition of “hospital micrococci” 
was gradual. These observations suggest the possibility that 
concentration of micrococci resistant to antibiotics in phage 
group 3 may result from an effect of penicillin that is peculiar 
to its use in hospitals. Possible characteristics of the administra- 
tion of penicillin in hospitals that may be important in this 
regard are the great frequency of its use and the high doses 
that are given to individual patients. This explanation would 
not exclude the possibility that there is some property of micro- 
cocci, present to a greater degree among strains of group 3 
phage patterns, which causes their selection in this situation. 


Treatment of Tuberculosis with Isoniazid. H. Trautwein. Beitr. 
Klin. Tuberk. 112:180-190 (No. 2) 1954 (In German) [Berlin, 
Germany]. 


Isoniazid therapy was employed exclusively in the treatment 
of 120 patients with pulmonary tuberculosis. Two commercial 
preparations of isonicotinic acid hydrazide, Rimifon and Neo- 
teben, were used. The average dose of the drug was 10 mg. 
per kilogram of body weight in divided doses of 2 to 5 mg., and 
the duration of the treatment varied from two to nime months. 
The most notable effect of the drug was the increase in the 
weight of the patients: 104 (92%) of the 120 patients gained 
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6.1 kg. on the average. Thirty-seven patients had fever, and in 
34 (92%) of these the temperature was restored to normal. 
Bacilli were observed in the sputum of 77 patients before the 
institution of ‘the treatment, and in 46 (60%) the sputum 
became permanently negative, while in 17 (22%) the bacilli 
disappeared only temporarily but were observed again after an 
average period of three months. Resistance to isoniazid was 
determined in most of these patients. A favorable effect on the 
disease could be obtained in single cases despite the presence of 
resistant strains. In 26 (22%) of the 120 patients, the blood 
count revealed a decrease in the number of leukocytes; the 
lowest number observed was 3,500. Isoniazid did not exert 
any effect on the differential blood picture. Sternal puncture 
revealed an increase in eosinophils in 36 patients (30%); a 
favorable course of the disease was suggested by the increase in 
the granulopoietic maturation number in 18 (50%). About a 
50° increase in the number of reticulum cells corresponded with 
the decrease in the granulopoietic maturation number. The 
plasma cells on the contrary were reduced in 48 (40%). About 
a 15 to 20% decrease in the number of erythrocytes and of 
the hemoglobin level occurred in five patients (14%) and was 
interpreted as a side-effect of isoniazid. The erythrocyte sedi- 
mentation rate was definitely increased in 99 patients. It re- 
mained high in 23, was lowered in 31, and was restored to 
normal in 45. There was a decrease in the alpha globulins and 
an increase in proteins of the blood, while the gamma globulins 
were hardly influenced by the drug. Patients with exudative 
tuberculosis showed the greatest fluctuations. These were rapidly 
restored to normal, while in patients with productive tubercu- 
losis and with fibrosis the effect of the drug on the albuminous 
substances of the blood was less pronounced. Sixty-four patients 
(53%) showed improvement on roentgenologic examination, 
50 (42%) were unchanged, and 6 (5%) became worse. Sixty 
patients had been treated previously with amithiozone (Con- 
teben), p-aminosalicyclic acid, and streptomycin for 3 to 24 
months; 43 of these 60 patients did not obtain any improvement 
from this chémotherapy or became worse. Definite roentgen- 
ologic improvement resulted from isoniazid treatment in 23 
(54%) of these 43 patients. Seventy-eight patients had cavities 
that disappeared in the course of treatment in 25 (32%), became 
smaller in 26 (33%), remained unchanged in 23 (30%), and 
became larger in 4 (5%). Among the undesirable side-effects 
of isoniazid those on the nervous system were pronounced; 
hypesthesias occurred in eight patients, and in five of these 
polyneuritis was considered. Large doses, advanced age of 
the patient, and the severity of the tuberculous process probably 
were responsible for these reactions. Acne was observed occa- 
sionally, and an urticarious rash associated with itching was 
observed in four patients. Because of the early development 
of resistance to isoniazid and the more or less limited action 
of the drug, a combined therapy is recommended: first, a three 
to four weeks’ course with isoniazid, to be followed by a three 
to four weeks’ course with p-aminosalicylic acid, and again by 
an isoniazid course; or a combined treatment with streptomycin 
and p-aminosalicylic acid may be given for two months, fol- 
lowed by combined treatment with isoniazid and p-aminosal- 
icylic acid for one month. 


PATHOLOGY 


The Papanicolaou Technique: Its Value in the Diagnosis of 
Pulmonary Cancer. N. C. Foot. Connecticut M. J. 18:651-653 
(Aug.) 1954 [New Haven, Conn.]. 


The incidence of pulmonary cancer is increasing. Chain 
smokers and patients who think they have asthma should be 
particularly suspect. The hacking cough of the cigarette smoker 
isa “red herring” that misleads the physician into believing that 
it results from the irritation of the smoke rather than from the 
possible consequences of that irritation. Intractable spasmodic 
cough, particularly if blood-streaked sputum results, calls for 
a cytological examination. While such examinations have to be 
made by the pathologist, the smears can be prepared by the 
general practitioner. Sputum is procured by asking the patient 
to cough deeply and to expectorate the resulting sputum directly 
into a bottle containing 30 cc. of 70% alcohol. Bronchial aspira- 
tion or washing need only be resorted to if the sputum has been 
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negative in spite of persistent symptoms or if the question as 
to which lung is involved cannot be settled by physical exami- 
nation or the use of x-ray examination. The material collected 
should be smeared out evenly over glass slides after it has 
been coagulated by the alcohol or (in the case of bronchial 
sediments) centrifuged for a time. The smears are plunged im- 
mediately into equal parts of ether and 95% alcohol, which fixes 
them and renders them transparent, as it dehydrates them at the 
same time. Staining by one of the Papanicolaou techniques is 
best carried out in a laboratory equipped to do such work. 
Pulmonary cancer can be as readily detected by exfoliative 
cytological methods as can carcinoma of the female organs, that 
is, in about 90% of the positive cases, with the type accurately 
identified in about 80% of the cases. 


Cancers of Pulmonary Scars and the Pathogenesis of Peripheral 
Pulmonary Carcinomas. C. J. Liiders and K. G. Themel. 
Virchows Arch. path. Anat. 325:499-551 (No. 5) 1954 (In 
German) [Berlin, Germany]. 


Liiders and Themel express surprise that cancers of pulmonary 
scars have not received more attention in studies on the patho- 
genesis of pulmonary malignant disease. They believe that these 
cancers, because of their small size and their relation to chroni- 
cally inflamed lung tissue, are particularly suited for such 
studies. They present the results of systematic studies on 24 
cancers in pulmonary scars, which were found in a total of 
2,032 autopsy studies, and of 74 cases of pulmonary carcinoma. 
The cancers in pulmonary scars are usually located on the 
periphery of the lung. Of 74 pulmonary carcinomas, 26 were 
at the periphery, and, of these, 21 were in the region of cicatri- 
cial lung tissue. The mode of extension of cancers in pulmonary 
scars was from the periphery toward the hilus in 18 of the 
cases and toward the pleura in 3 cases; in 3 cases the periph- 
eral tumors remained isolated. The authors believe that the 
prevalent type of extension is lymphangiogenous, and is due to 
the fact that old peribronchial cicatricial strands going toward 
the hilus or toward the pleura serve as tracks for the extension 
of the cancer. Since the majority of the scars from which can- 
cers developed are in the apexes of the upper lobes and in the 
infraclavicular region, a tuberculous cause may be suspected. 
There were four cancers that developed in the scars of primary 
infections and 17 in the scars of a reinfection tuberculosis. The 
other three scars were the results of infarcts. The histogenesis 
of the cancers in pulmonary scars is determined by the nature 
of the scar. The chronic inflammation of the epithelium causes 
atypical regeneration and prepares the ground for cancerogen- 
esis. Histological study of the cases reviewed and reports in the 
literature show a prevalence of adenocarcinoma in the peripheral 
pulmonary cancers. A large number of alveolar remnants exist 
in the region of the scar, and in view of the absence of a 
bronchial origin in about 50% of the scar carcinomas, the res- 
piratory epithelium of the alveolar remnants must be regarded 
as the point of origin of the pulmonary scar cancers. Thus true 
alveolar cancers may occur in the scar. Cancers in pulmonary 
scars are less often diagnosed than the centrally located pul- 
monary cancers, and the first symptoms are often those of 
metastases, chiefly to the brain. The prognosis is unfavorable, 
although technically the cancer may still be operable. Early 
diagnosis is possible only with the aid of roentgenoscopy. 


A Review of the Varieties of Human Haemoglobin in Health 
and Disease. J. C. White and G. H. Beaven. J. Clin. Path. 
7:175-200 (Aug.) 1954 [London, England]. 


In the introduction to this extensive review White and Beaven 
define hemoglobin as a member of the important class of conju- 
gated proteins, the hem-proteins. Hemoglobin is not confined 
to the erythrocytes of higher animals but is of widespread oc- 
currence in nature. They discuss the oxygen-carrying function 
of hemoglobin, its electronic structure, and its general properties 
as a globular protein, such as its properties in solution, its amino 
acid composition, the shape of the molecule, and the crystallog- 
raphy of human hemoglobin. Various characteristics of fetal 
hemoglobin are described and compared with those of adult 
hemoglobin. Sickle cell hemoglobin and the hemoglobins of 
other hereditary anemias are discussed. Striking progress has 
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been made in recent years in the study of the biochemical defects 
underlying hereditary anemias of the sickle cell, thalassemia, 
and related and interconnected groups. A series of abnormal 
human hemoglobins is now recognized. Information on their 
genetic, hematological, and clinical implications is rapidly being 
assembled. The methods used in characterization of these hemo- 
globins are based on the fundamental physicochemical proce- 
dures of protein chemistry. Some of these methods must remain 
as specialized techniques, but others, such as paper electropho- 
resis and photocolorimetric determination of alkali-denaturation 
rates, can be applied in the clinical laboratory. The variants of 
hemoglobin should be searched for in any obscure hemolytic 
anemia in which diagnosis is not established by the conventional 
hematological procedures and on clinical grounds. This is par- 
ticularly so when sickling of the red cells can be elicited or the 
blood film presents numerous target cells. 


A Family Illustrating the Double Inheritance of the Sickle Cell 
Trait and of Mediterranean Anaemia. J. G. Humble, I. Ander- 
son, J. C. White and T. Freeman. J. Clin. Path. 7:201-208 (Aug.) 
1954 [London, England]. 


The double inheritance of the sickle cell trait and Mediter- 
ranean anemia was discovered in a family by the illness of one 
of the children, a girl aged 12, who was operated on for acute 
appendicitis. Her erythrocyte count was found to be 2,700,000, 
and practically all her cells were target cells. The girl’s mother 
came from Naples, Italy. The girl’s father is the son of a West 
African woman and a white man. Studies were made on the 
blood of the girl’s parents and on that of her three brothers. 
The blood of the mother’s mother and of the mother’s brother 
was examined in Naples. It was found that the girl’s father is 
a sickle trait carrier; her mother has a mild Mediterranean ane- 
mia; two brothers are sickle trait carriers and have mild Medi- 
terranean anemia; the third brother is normal. The girl is a sickle 
trait carrier and seems to have moderately severe Mediterranean 
anemia. The mother’s mother seems to have mild Mediter- 
ranean anemia; the mother’s brother is normal. Sickle cell hemo- 
globin was also found in the blood of four members of the 
family by the technique of paper electrophoresis but not in the 
blood of the mother or of the third son. Attention is drawn to 
the additive effect of the two conditions in the production of 
clinical disease. The two syndromes are often mistaken for the 
hemolytic crises observed in the hereditary anemias. As these 
patients may have fever, pain in the bones, and a loud heart 
murmur, a diagnosis of rheumatic fever is frequently made. 
The girl whose case is reported was so diagnosed at the age of 
6. The second common syndrome is an attack of pulmonary 
thrombosis causing an infarct, again a feature of this patient’s 
history. There is also evidence that, if the sickle trait is associ- 
ated with an inheritance of Mediterranean anemia, then the two 
conditions augment each other and produce clinical symptoms. 
The patient has much more sickle hemoglobin than her brothers. 
This factor also would tend to make symptoms more likely. It 
appears that the double inheritance of sickle cell and Mediter- 
ranean anemia is responsible for many of the cases reported in 
the literature of sickle cell anemia occurring in white persons. 
It is clear from the study of this family that the sickle trait may 
lie concealed beneath the Caucasian features, 


RADIOLOGY 


Radiation Sickness: A Study of Its Relation to Adrenal Cortical 
Function and the Absolute Eosinophil Count. E. C. Lasser and 
K. W. Stenstrom. Am. J. Roentgenol. 72:474-487 (Sept.) 1954 
[Springfield, Ill.]. 


Forty female patients with squamous cell carcinoma of the 
cervix or the vagina, adenocarcinoma of the cervix, or serous 
cystadenoma of the ovary received external roentgen irradiation, 
with total doses of 3,000 or 3,500 r to the center of the 
pelvis, for about one month under standardized conditions. These 
patients were studied by Lasser and Stenstrom with respect to 
a possible relationship between adrenal cortical function and 
radiation sickness. The basal absolute eosinophil count in these 
patients was determined on venous blood with the patient fast- 
ing, and a modified Thorn eosinophil response test was carried 
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out at the same time by injecting 20 mg. of a proprietary prep. 
aration of corticotropin (Acthar) intramuscularly immediately 
after securing the blood sample for the initial count. A second 
venous blood sample for determination of absolute eosinophils 
was then obtained in four hours. According to Thorn and asso- 
ciates, an absolute decrease in circulating eosinophils of 50% 
or more four hours after the corticotropin injection indicates 
a satisfactory adrenal cortical response. A fall of less than 50% 
is considered to indicate some impairment of adrenal cortical 
reserve. This reserve, as signified by the response to the de- 
scribed test, was observed to be within the normal range initially 
but to have fallen considerably below normal at the end of 10 
to 14 days. Continued irradiation did not prevent a gradual 
return of this index of adrenal cortical reserve to normal or 
near normal by 30 to 34 days. The basal absolute eosinophil 
count in these patients dropped slightly in the first week, then 
began to rise well above normal, and reached its highest point 
in 20 to 24 days, after which a slight return toward normal 
was Observed. A symptom index, derived in uniform fashion 
from the number and severity of symptoms of radiation sick- 
ness, such as nausea, vomiting, anorexia, headache, vertigo, ex- 
cessive thirst, weakness, and colic, observed to be present (or 
absent) in each patient after daily questioning, showed changes 
parallel to those noted for the absolute eosinophil counts. Con- 
sideration of curves established for the absolute eosinophil 
count, the eosinophil response after the administration of corti- 
cotropin, and the symptom index suggested that the adrenal 
cortex undergoes definite changes in the course of irradiation, 
but these changes are probably not related to radiation sickness. 
The similarity of the direction of change of the symptom indexes 
and the absolute eosinophil counts suggested a causative factor 
common to both. Evidence is presented to indicate that persons 
with presumably low estrogen Ievels suffer a greater severity of 
radiation sickness than persons with more adequate levels. 


Some Observations Concerned with Carcinoma of the Breast: 
Part II. M. W. Miller and E. P. Pendergrass. Am. J. Roent- 
genol. 72:462-468 (Sept.) 1954 [Springfield, IIl.]. 


Of 1,029 patients with carcinoma of the breast admitted to 
the Hospital of the University of Pennsylvania between 1923 
and 1943 and whose cases were coded, 110 received irradiation 
only, 557 were subjected to surgical treatment combined with 
irradiation, and 362 received surgical treatment only. In part | 
of the present paper (abstracted in J. A. M. A. 156:1203 [Nov. 
20] 1954), these patients were placed in various categories with 
regard to the clinical stage of the malignant disease to facilitate 
comparison of the results of treatment obtained by the authors 
with those reported by other workers. Of the 557 patients who 
were given surgical treatment combined with irradiation, 24 
had preoperative but no postoperative irradiation, and 5 
(20.8%) of these survived for five years; 34 had preoperative 
and postoperative irradiation, and 10 (29.4%) of these survived 
for five years; 303 had postoperative irradiation alone, and 
106 (34.9%) survived for five years. Twenty-nine had post- 
operative prophylactic irradiation to sites other than the opera- 
tive field, with a five year survival of 12 (41.3%); 157 had 
surgical treatment and irradiation for recurrences or metastases, 
and 47 (29.9%) of these survived for five years; 10 had un- 
classified irradiation, with a five year survival of none. Most 
of the patients receiving the various forms of preoperative or 
postoperative irradiation in the authors’ series had less than 
3,000 tissue roentgens delivered over a relatively long period. 
There was no clear evidence that preoperative or postoperative 
irradiation increased the five year survival rates as compared 
to survival rates obtained with surgical intervention alone. 


Correlation of the Clinical, Pathological and Roentgenological 
Findings in Diverticulitis, A. Goulard and A. O. Hampton. 
Am. J. Roentgenol. 72:213-221 (Aug.) 1954 [Springfield, III.). 


Of 2,100 patients who were examined by barium enema, 385 
had diverticula, and in 158 a roentgen diagnosis of acute di- 
verticulitis was made. Only 70 of the 158 patients were ad- 
mitted to the hospital. Thirty-five of the 70 patients were 
considered to have sufficient evidence to justify a diagnosis of 
acute diverticulitis. The usual symptoms and signs were lower 
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abdominal pain, fever, leukocytosis, change in bowel habits, 
and localized tenderness. There is no contraindication to the use 
of barium enema examination in any stage of diverticulitis. In 
6of the 35 patients with acute disease diverticula were not filled 
on the initial examination; 2 of these patients had abscesses 
shown by roentgen rays, and 2 others had surgically demon- 
strated abscesses. Diverticula were never satisfactorily filled in 
one patient despite many examinations, including the oral barium 
method, both during the acute stage of the disease and during 
remission. These findings suggest that acute diverticulitis may 
be present with no abnormality shown by barium examination. 
The serrated (“saw tooth”) appearance of the distended colon 
is not indicative of acute diverticulitis or a prediverticular stage 
of diverticulosis, since only 20 of 43 patients with a visible 
“saw tooth” deformity had acute diverticulitis, while 23 were 
asymptomatic. These serrations are the result of chronic in- 
fammation and fibrosis with accordion-like approximation of 
the folds and, as such, are permanent changes, although the 
authors’ longest follow-ups were four years. The deformity may 
increase after recurrences of acute inflammation. Only 20 of 
45 patients with reported spasm had acute diverticulitis, while 
25 were asymptomatic. Thus acute diverticulitis may be present 
without local spasm. It is significant that by examination of 
the intestine in various views, with and without pressure, peri- 
sigmoidal abscesses were seen in 21 (60%) of the 35 patients 
with acute diverticulitis, as opposed to 9 (26%) of the 35 patients 
in whom a mass was palpated. Localized tenderness and the 
demonstration of abscesses are the most reliable roentgeno- 
graphic signs of acute diverticulitis. There were no serious com- 
plications from filling the abscesses with barium. 


Congenital Megacolon (Hirschsprung’s Disease). G. P. Keefer 
and J. F. Mokrohisky. Radiology 63:157-175 (Aug.) 1954 
(Syracuse, N. Y.]. 


Congenital megacolon, or Hirschsprung’s disease, is due to 
the absence of ganglion cells or to fewer ganglion cells in 
the mesenteric plexus of the narrowed segment. The narrowed 
segment of colon is short in about 90% of the cases and long 
in 10%. In the long-segment variety the aganglionic segment 
commonly extends from the splenic flexure to the anus. This 
type can be easily missed if one does not consider the possibility 
of a long aganglionic segment or if the barium enema study is 
limited to the rectum or to the rectosigmoid area. During the 
barium enema, the rectum, rectosigmoid area, and descending 
colon may appear normal in caliber, so that, until the transi- 
tional zone between the dilated and narrowed segment is 
reached, the diagnosis is not apparent. Symptoms of congenital 
megacolon begin at birth or during the first few weeks of life. 
Of the 18 patients reviewed, 8 had chronic constipation; 5 had 
intestinal obstruction; 3 had a history of vomiting, diarrhea, and 
abdominal distention since birth; and 2 had alternating con- 
sipation and diarrhea. Males account for about 80% of the 
patients. The roentgenographic examination in Hirschsprung’s 
disease reveals a narrowed segment of colon, usually in the recto- 
sigmoid area, and proximal to this narrowed segment, or so- 
called spastic area, a striking dilatation. A small caliber catheter 
is inserted just beyond the anal sphincter. The patient is placed in 
the left lateral decubitus position, and barium is slowly intro- 
dueed under fluoroscopic guidance for examination of the 
rectum. The patient is then turned in various positions for the 
best visualization of the sigmoid colon as it slowly fills with 
barium. Spot films are taken during the filling of the rectum and 
sigmoid. The narrowed segment may be missed if the barium is 
permitted to flow too rapidly. If a narrowed segment is observed, 
the flow of barium is allowed to enter the dilated colon for only 
ashort distance, just sufficient to show the change from small to 
large caliber. When a lesion is revealed, complete filling of the 
colon is inadvisable, as barium impaction or water intoxication 
may result. Postevacuation films made with the patient in the 
left lateral decubitus or left posterior oblique position are often 
of value in further revealing the narrowed or spastic segment, 
4 well as in revealing stasis or retention of barium in the colon 
proximal to the involved segment. A double-contrast study has 
diagnostic value in demonstrating a narrowed segment in some 
tases. The authors observed a case of “double zonal aganglia,” 
in which ganglion cells were present in a segment of colon be- 
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tween two zones of aganglionic colon. The ganglionic segment 
was of normal caliber. The accepted treatment of Hirschsprung’s 
disease is the removal of the aganglionic segment of colon. 


Unplanned Radio-Wave Diathermy at Place of Work. F. E. 
Rieke. Indust. Med. 23:401-402 (Sept.) 1954 [Chicago]. 


Rieke reports the case of a carpenter who had sustained lac- 
erations of the left hand, index and middle fingers, and a 
shattering compound fracture of the index proximal phalanx. 
Two main fragments of the phalanx were maintained by a small 
dorsally placed stainless steel plate held by two stainless steel 
screws. Ten days after injury a plaster cast on the patient’s hand 
and forearm was replaced by a padded, anterior aluminum 
splint, extending from finger tips to upper forearm. Progress 
was excellent, and the patient asked permission to return to 
supervisory work 22 days after injury. Seven days later the 
hand and finger were swollen, and all bandages were replaced 
and constriction was carefully avoided; however, swelling per- 
sisted. It was later found that the plant in which the man 
worked used penetrating high frequency radio waves for dry- 
ing wooden beams and-arches laminated by gluing boards and 
planks together. Interference with local radio broadcasting 
necessitated subsequent heavy wire screening of the drying 
machines, which “broadcast” at varied wave lengths in the 
region of 13,500,000 cycles per minute. The patient’s work 
required his presence near these electronic machines many times 
each day. He inquired why his hand seemed to become more 
painful when working in the vicinity of the glue-drying machines. 
In retrospect it was established that during the period of un- 
explained swelling he would work for 15 to 20 minutes in the 
glue-drying area and then move to other duties. After several 
days he noticed what seemed to be a direct relationship of time 
spent at the glue dryers to gradual onset of internal aching 
and burning pain. Electronic engineers had no doubt that the 
patient had been receiving unplanned diathermy through juxta- 
position of his small stainless steel plate and his large aluminum 
alloy splint carried into the rapidly oscillating field of high 
frequency radio waves. As healing of bone advanced and the 
aluminum splint was abandoned the authors had difficulty 
persuading the patient to return to the glue room area. He has 
now done so and the diathermy effect is gone. 


Question of Hiatus Anomalies and of Cardial Reflux: Con- 
genital Defects in Cardia and Gastric Fornix. F. Robert and 
T. Hoffmann. Fortschr. Geb. ROntgenstrahlen 81:255-270 (Sept.) 
1954 (In German) [Stuttgart, Germany]. 


Robert and Hoffmann direct attention to a new clinical entity, 
the anatomic and functional characteristics of which were de- 
fined by the roentgenologic studies of Robert and by surgical 
observations of Lortat-Jacob. Its symptoms, particularly retro- 
sternal pain, pyrosis, reflux of gastric juice, hemorrhage, and 
anemia, suggest hiatus hernia, but there is no roentgenologic 
evidence of prolapse of the stomach into the thorax. However, 
there are direct and indirect signs of a germ layer defect in 
the cardia and the upper pole of the stomach (fornix) that 
are characterized by missing fixation of the latter and by the 
disappearance of the stomach angle (germ layer defect of cardia 
and gastric fornix). The main result of this defect is the 
reflux of gastric juice into the esophagus, which may produce 
esophagitis and other complications such as hemorrhages, ulcer 
formation, stenosis, and retraction. Complicated operations may 
become necessary if these complications persist for a long time. 
The author explains the various anatomic, clinical, and roent- 
genologic forms and shows that their surgical correction is 
comparatively simple with Lortat-Jacob’s abdominal approach. 
The author stresses the importance of the roentgenologic demon- 
stration of the reflux and describes in detail the technique of the 
roentgenologic examination. He feels that a knowledge of this 
clinical entity is important, because under an erroneous diag- 
nosis the patients may be inadequately treated, and they may 
be considered as having only a functional disorder. Therefore, 
in patients with the aforementioned complaints, particular at- 
tention should be given to the zone around the cardia. Close 
cooperation of radiologists, internists, and surgeons is of vital 
importance in treating patients with this defect. 





Diseases of the Liver. By Mitchell A. Spellberg, M.D., F.A.C.P., Asso- 
ciate Professor of Clinical Medicine, University of Illinois School of 
Medicine, Chicago. Cloth. $16.50. Pp. 646, with 93 illustrations. Grune 
& Stratton, Inc., 381 Fourth Ave., New York 16, 1954. 


The preparation of a practical textbook on the liver and its 
derangements constitutes a staggering undertaking. The work 
should not neglect the traditional bedside pictures, anatomic 
classifications, and statistical studies that have accumulated 
through the years from many sources. Even more challenging, 
however, is the integration of the descriptive aspects of hepatic 
disease with recent vast developments of knowledge in the fields 
of anatomy, physiology, chemistry, and other biological sciences. 
It is on these that modern clinical evaluation and management 
are largely based. In this book Dr. Spellberg has succeeded 
admirably in effecting this correlation. His choice of significant 
authoritative material is excellent; his terse condensation of 
voluminous data is clear and well balanced; and the points of 
view he presents throughout a wide range of topics are those 
generally acceptable to workers in the field. The book is well 
printed, is fairly conveniently indexed, and is not ponderously 
heavy. In it are many excellent illustrations and useful tables 
and graphs taken from original sources. 

In an effort to make the volume more useful to the theoreti- 
cally overworked practitioner the author has devoted much 
space to summaries in large-sized type at the end of many of 
his dissertations. These recapitulations are disturbingly schematic 
and are of questionable practical value. The average reader 
consulting a reference book for the latest information on a 
clinical problem is seldom helped by a mere list of disjointed 
words. Minor errors appear in the text, such as jumbled number- 
ing of a few case histories and charts. Perhaps more serious 
are unsubstantiated generalizations such as those dealing with 
the significance of the serum alkaline phosphatase level and its 
correlation with disease processes. There are also a number of 
misleading didactic statements exemplified by one taken from 
page 281: “The flocculation tests which are usually strongly 
positive in hepatitis are only mildly positive or negative in 
cirrhosis.” From discussions appearing elsewhere in the book 
it can be inferred that the author is well aware that this assertion 
requires qualifications to be valid. Occurrences of such state- 
ments are the inevitable consequence of compressing so much 
material into so few pages. The bibliography is large but does 
not pretend to be complete enough to serve as a reference store- 
house. The book, therefore, should be of value chiefly to 
clinicians seeking a brief, well-documented presentation of cur- 
rent concepts of the liver in health and disease. 


Arrest of Bleeding: Physiology, Pharmacology, Pathology. By Jacques 
Roskam, M.D., Professor of Internal Medicine, University of Liége, Liége, 
Belgium. Publication number 217, American Lecture Series, monograph 
in American Lectures in Physiology. Edited by Robert F. Pitts, M.D., 
Ph.D., Professor of Physiology and Biophysics, Cornell University Medical 
College, New York. Cloth. $2.75. Pp. 71, with 21 illustrations. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell 
Scientific Publications, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 
299 Queen St., W., Toronto, 2B, Canada, 1954. 


The author has contributed significantly to this subject in 
many papers during the last three decades. Beginning with a 
study of the pathogenesis of purpuric hemorrhage published in 
1922, he has written on practically every phase of hemostasis, 
as evidenced by 20 titles among 62 listed references. His mag- 
num opus, L’Hemostase spontanée, appeared in 1951. The pres- 
ent publication is a summary of Professor Roskam’s life’s work. 
A mean bleeding time (i. e., the average value of a statistically 
sufficient number of individual bleeding times measured under 
standardized conditions) is recommended convincingly to replace 
the so-called individual bleeding time, which is known to be 
extremely variable. This technique permitted a fruitful reinvesti- 
gation and revision of a variety of phenomena and seemingly 
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established concepts, including Cannon’s views about hemos- 
tasis and the role of several factors in hemostasis, specifically 
of epinephrine, of physical factors such as heat and cold, and 
of local vascular and blood factors. Interestingly experimenta| 
data are also presented on the prophylactic treatment of throm. 
boembolism. 

The monograph offers a wealth of fascinating and original 
information in a highly controversial field. Unfortunately, the 
translation leaves much to be desired. The text teems with 
phrases such as: “blood . . . abandons platelets to the tips of 
the wound,” page 3; “hemorrhagic disorders . . . which assemble 
symptoms,” page 9; “the way to avoid the persistence of blood 
on the wound,” page 12; “mammalia,” page 29; “pathogeny,” 
page 49; “hemogenic people,” page 50; “a suradditive way,” 
page 53; “an omnibus medication,” page 54; “the vessels of 
an organ which is congested . . . behave otherwise from the 
vessels,” page 55; “hindrancing,” page 61; “the latter only may, 
consequently, be termed hemostatics,” page 65; and “quinonic 
functions,” page 65. Although the author cannot be blamed for 
these linguistic atrocities, the fact remains that they detract 
from the reader’s enjoyment and in places make the text un- 
intelligible. This monograph confirms the fact that knowledge 
of two languages and of the subject are the three essentials for 
a successful translation. 


The Biochemistry of Clinical Medicine. By William S. Hoffman, Ph.D. 
M.D. Cloth. $12. Pp. 681, with 58 illustrations. Year Book Publishers, 
Inc., 200 E. Illinois St., Chicago 11, 1954. 


The main objective of this book is to present the practicing 
physician with biochemical information on the changes that 
occur in body constituents in the diseased state and how to use 
the information in diagnosis, prognosis, and treatment. The 
author has succeeded admirably. The result is not merely a 
compilation of facts but a presentation of the concept of dynamic 
biochemical processes and their derangement in the pathological 
state. All this is accomplished without resorting to intricate 
mathematical derivations and complex organic formulas. The 
presentation is interestingly and smoothly presented with a 
thoroughness that puts it beyond an elementary presentation. 
The author points out that his discussion of certain diseases is 
purposely presented in the form of clinical essays. The intro- 
ductory chapter concerns the development of clinical chemistry 
and the constituents of the blood and their normal concentra- 
tions. The rest of the book is organized under the following 
topics: proteins, carbohydrates, lipids, diabetes mellitus, water 
and electrolytes, the kidneys and urine, nephritis, the liver, the 
clotting of blood and hemostasis, iron and hemoglobin, calcium 
and phosphorus, the thyroid, steroid and other hormones, nucleic 
acids, vitamins, gastric and pancreatic secretions, biological 
antagonists, and isotopes. Merely listing the topics discussed can 
in no way convey the value of this book. The quality, thorough- 
ness, and style of the contents are impressive. 


Atlas of Men: A Guide for Somatotyping the Adult Male at All Ages. 
By William H. Sheldon, Ph.D., M.D. With collaboration of C. Wesley 
Dupertuis, Ph.D., and Eugene McDermott, M.A. Cloth. $10. Pp. 357, 
with illustrations. Harper & Brothers, 49 E. 33rd St., New York 16, 1954 


This volume is the fourth of a series based on the author's 
system of “somatotypes” for describing the human physique. 
This system is an elaboration of older ideas about cerebral, 
respiratory, muscular, and digestive types. It employs a set of 
three numbers representing independent estimates of the degree 
of development of the (1) endodermally derived organs of ¢i- 
gestion and assimilation, (2) mesodermally derived tissues, espe- 
cially muscle and bone, and (3) derivatives of the ectoderm, 
especially the skin and the nervous system. The older vocabu- 
lary of ‘words like macrosplanchnic (corpulent) and leptosomati¢ 
(thin) is thus enriched with such euphonious neologisms 4s 
endomorphic and mesopenic. Part 1 is an introductory discussion 
of theory; part 2, the more valuable one, is comprised of a col- 
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jection of 1,175 sets of photographs of adult, male physiques, 
accompanied by additional text, figures, and tables, and fol- 
jowed by appendixes and an index. The numbers obtained by 
the author from observation and measurement are used in vari- 
ous statistical manipulations, some elementary, others sufficiently 
complicated to require scrutiny. An example is the curve relat- 
ing to somatotype 117 (page 36) that gives a height-weight index 
plotted against the ages from 18 to 53 years. Since apparently 
no person has ever been somatotyped over an interval of 35 
years, it must be supposed that the curve represents averages 
of single observations made on many persons at different ages. 
This is permissible if the inherent pitfalls are recognized, but 
there is little in the text to warn the uncritical reader of them. 
[he individual curves generally differ strikingly from the aver- 
age curve, but in addition there is a danger in sorting people 
by any criterion that permits some persons to shift from one 
category (e. g., from fat to thin) during the period of study. 
It is to be hoped the many statements made in this book about 
weight curves, intelligence, health, and longevity will be tested 
by observing a sufficient number of persons of each type through- 
out their lifetime. 


Future publications on this subject can also be improved by 
removing the whimsical and flippant. To prove the value of 
somatotyping in medicine, much better evidence and clearer logic 
will be needed than is found in this book. It must, however, be 
commended as stimulating, attractive, and exceptionally free 
from minor flaws. The illustrations give it an unimpeachable 
permanent value. 


The Technical Report: Its Preparation, Processing, and Use in Industry 
and Government. Edited by B. H. Weil, Manager of Information Ser- 
vices, Research and Engineering Department, Ethyl Corporation, Detroit. 
Contributing authors: Jack Barsha et al. Cloth. $12. Pp. 485, with illus- 
trations. Reinhold Publishing Corporation, 430 Park Ave., New York 22, 
1954. 


This multiple-authored book is designed for use by writers 
of technical reports, editors of technical journals, graphic arts 
groups, librarians, and filing departments whose operations are 
directly concerned with technical communications. It contains 
sections on the functions of the technical report in industry and 
government; preparing and processing the technical report, in- 
cluding its writing, editing, and illustrating; and distributing, 
filing, and using such reports. Useful as this book may be for 
the purposes intended, it will have little value for most workers 
in medical fields, whose writing problems are almost entirely 
different. 


Lehrbuch der inneren Medizin. Biinde I und II. Von M. Broglie et al. 
Herausgegeben von Helmut Dennig. Third edition. Cloth. 49.80 marks 
each. Pp. 1048, with 309 illustrations; 1042, with 390 illustrations. Georg 
Thieme, Diemershaldenstrasse 47, (14a) Stuttgart O, Germany; agents for 
U. §. A. and Canada, Intercontinental Medical Book Corporation, New 
York 16, 1954. 


That three editions of this textbook of internal medicine have 
appeared since 1950 testifies to its popularity and to the fact 
that medicine is still undergoing rapid changes. The contributors 
to the work are unchanged since the second edition appeared 
in 1952 except that Prof. F. Schellong, who wrote the section 
on the vascular system, has died, and this section has been re- 
vised by Dr. Grosse-Brockhoff. There has been no change in 
the arrangement of the main sections. In volume 1 the chapter 
on infectious diseases, contributed by Dr. Dennig, is preceded 
by an introductory section on the general principles underlying 
infections and a discussion of their modern chemotherapy. There 
are discussions on bacterial, mycotic, spirochetal, rickettsial, 
viral, and protozoan infections, and a brief consideration of 
worm infestations. Tuberculosis is discussed separately by Dr. 
A. Heymer, who also contributed the section on diseases of the 
mediastinum and respiratory organs. Diseases of the blood are 
discussed by Dr. H. Schulten; diseases of metabolism, internal 
secretion, and vitamin deficiency by Dr. H. Reinwein; and dis- 
eases of the circulatory system by Dr. Grosse-Brockhoff. Volume 
2 contains sections on diseases of the digestive system by 
Dr. N. Henning; diseases of the urinary system by Prof. H. 
Schulten; diseases of the locomotor system by Dr. M. Broglie; 
diseases of the nervous system by Dr. G. Schaltenbrand; allergy 
by Dr. H. Hansen; industrial, accidental, and suicidal poisons 
by Drs. Hansen and Gronemeyer; and a final chapter on the 
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principles underlying the diagnosis and treatment of internal 
diseases by Dr. Dennig. 

The purpose of this book is to give a succinct account of the 
diseases ordinarily covered in a text on internal medicine, 
although it is somewhat more amplified than the usual one- 
volume American work on principles and practice. The two 
volumes are, however, suitable for use by medical students and 
for quick reference by practitioners. In general the descriptions 
of diseases cover the definition, pathogenesis, pathological 
anatomy, symptoms, physical signs, diagnosis (including im- 
portant technical procedures and differential diagnosis), com- 
plications, course, prognosis, and treatment. The discussions vary 
in length according to the importance of the disease. Newer dis- 
eases, such as cat-scratch fever and the Coxsackie virus syn- 
dromes, are included, and the list of newer remedies has been 
brought up-to-date. Compared to presentations in an American 
textbook, technical examinations and pathological physiology are 
often covered in more detail. In this textbook there are refer- 
ences for guidance in collateral reading at the end of each sec- 
tion. There is a good subject index at the end of volume 2. The 
various sections are clearly written. 

The paper and typography are excellent, and there are many 
fine graphs, photographs, diagrammatic drawings, reproductions 
of roentgenograms, and colored plates. The blue cloth binding 
is attractive and substantial. 


Recent Developments in Psychosomatic Medicine. Edited by Eric D. 
Wittkower, M.D., Associate Professor of Psychiatry, McGill University, 
Montreal Canada, and R. A. Cleghorn, M.D., D.Sc., Associate Professor 
of Psychiatry, McGill University. Cloth. $10. Pp. 495, with illustrations. 
J. B. Lippincott Company, 227-231 S. Sixth St., Philadelphia 5; 2083 
Guy St., Montreal; Sir Isaac Pitman & Sons, Ltd., Pitman House, 39-41 
Parker St., Kingsway, London, W. C. 2, England [n.d.]. 


This reference book is a compilation of articles by 29 authors, 
who for the most part are well-known psychiatrists, psycholo- 
gists, and internists. The book is a comprehensive survey of the 
present state of psychosomatic medicine, with a largely psycho- 
analytic orientation. The material is divided into one part con- 
taining general articles and another dealing with specific subjects. 
There are some rather gross differences of opinion and contra- 
dictions among the essayists, but this was foreseen and intended 
by the editors. A few of the authors appear to let their conclu- 
sions outrun their facts. Many of the articles are stimulating. 
The book contains an excellent bibliography at the end of each 
chapter, as well as subject and author indexes. It is well printed, 
and the few illustrations are very clear. Although the book is an 
up-to-date review of current thinking, chiefly by psychiatrists 
in the field of psychosomatic medicine, the statement by Alan 
Gregg in “Twenty Years of Psychoanalysis,” pages 47-48, 
comes to mind: “The status of psychiatry in medicine is pre- 
carious enough; to discuss the place of psychoanalysis in medicine 
suggests an imaginary epic of how Cinderella’s unacknowledged 
child got into the Social Register.” The book is recommended 
to interested internists, psychiatrists, and some other specialists, 
but it would probably not appeal to many general practitioners. 


Ciba Foundation Symposium on the Kidney Arranged Jointly with Renal 
Association. Editor for Renal Association, A. A. G. Lewis, B.Sc., M.D.. 
M.R.C.P. Editor for Ciba Foundation, G. E. W. Wolstenholme, O.B.E.., 
M.A., M.B., Assisted by Joan Etherington. Cloth. $6. Pp. 333, with 125 
illustrations. Little, Brown & Company, 34 Beacon St., Boston 6; J. & A. 
Churchill, Ltd., 104 Gloucester Pl., Portman Sq., London, W. 1, Engiand, 
1954. 


This excellent symposium was held in London in July, 1953. 
Up-to-date information on the structure and function of the 
kidney is given by a distinguished group of panelists. The pro- 
gram covered: (1) structural and functional relationships in the 
kidney, (2) tubular functions other than regulation of acid-base 
balance, (3) renal share in the regulation of acid-base balance, 
(4) general problems of electrolyte excretion, and (5) renal share 
in volume control of body fluid. The papers and discussions 
vary in technical complexity. This may limit the appreciation 
of the symposium. The book presents the type of information 
that is needed by those whose particular interest is in the kidney 
and its diseases and those concerned with the broader problems 
of acid-base and body water regulation. The usefulness of this 
book for so many different disciplines confirms the wisdom of 
this aspect of the work of the Ciba Foundation. 











Rh TESTING 
To THE Epiror:—What is the simplest reliable method of test- 
ing for the Rh factor? M.D.., India. 


ANSWER.—Antiserums for testing for the Rh factors of human 
blood are commercially available. A complete list of the manu- 
facturers that have been certified for the production and dis- 
tribution of Rh antiserums can be obtained by writing to the 
Biologics Control Division of the National Institutes of Health, 
Bethesda 14, Md. With the typing serums each distributor pro- 
vides a printed direction sheet, describing the recommended 
technique for using their reagents. Since the optimal conditions 
for the tests vary with the nature of the product, it is necessary 
to follow these directions precisely. In this way, and especially 
by including positive and negative controls with each test, it is 
possible to obtain accurate results. For fuller details the follow- 
ing references may be consulted: “Blood Groups in Man,” by 
Race and Sanger (Oxford, England, Blackwell Scientific Publica- 
tions, 1950) and “An Rh-Hr Syllabus: The Types and Their 
Applications Modern Medical Monographs” by Wiener (New 
York, Grune & Stratton, 1954). 


CAUSALGIA AFTER A STROKE 

To THE Epiror:—A 58-vear-old white man suffered a cerebral 
hemorrhage 18 months ago, resulting in a temporary mild 
paralysis of his right arm and leg and the right side of his 
face. He has had an intractable burning pain in these parts 
for the past six months. Vitamins B, and By have been given 
in large doses and various other drugs have been tried, to no 
avail. Do you have any other suggestions? 

Russell B. Engle, M.D., Winchester, Ind. 


ANSWER.—From the description this appears to be a thalamic 
type of pain, which is an extremely difficult therapeutic prob- 
lem. Often this symptom gradually improves with time, but 
occasionally it remains intractable. There is, unfortunately, no 
specific therapy, but in many instances large doses of vitamin 
B,. and antihistaminics give some symptomatic relief. Occupa- 
tional therapy and vocational therapy often are significant factors 
in helping the patient achieve better adjustment despite the dis- 
comfort. Physiotherapy alone has not been of much value. A 
psychiatric supportive program might be considered as an 
adjuvant. 


APPENDICITIS OR PYELITIS DURING PREGNANCY 

To THE Epiror:—A woman seven months pregnant is to be 
operated on with a preoperative diagnosis of acute appen- 
dicitis. What type of incision should be used? Is a McBurney 
incision contraindicated? Should the appendix be removed 
when the abdomen is opened in a seven months pregnant 
woman and a normal appendix is found, the clinical picture 
being caused by acute pyelitis? M.D., New York. 


ANSWER.—Just a high McBurney or muscle-splitting incision 
should be made because the cecum is pushed higher during 
pregnancy. The normal appendix should be removed at seven 
months if the abdomen is mistakenly entered, unless the patient 
is quite ill. No untoward symptoms should supervene. This case 
however teaches a lesson, namely, with right lower quadrant 
syndrome, pyelitis certainly should be suspected. A cystoscopic 
examination with catheterization of the ureter can be done 
simply, and in this case might have prevented surgery, pyelitis 
being much more common during pregnancy than appendicitis. 





The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically so stated in the reply. Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer’s 
mame and address, but these will be omitted on request. 
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CLIMATE AND ARTHRITIS 
To THE Epitor:—Please send me a list of the cities or tow», , 
throughout the United States in which it is recommended that = 
patients having rheumatoid arthritis live. zs 
B. S. Olszewski, M.D., Dunkirk, N. y. - 
ANSWER.—The problem involved in this query is whethe; Ise 
transportation from one climate to another is justifiable as , hig! 
treatment procedure for patients with rheumatoid arthritis, Aj. doe: 
though statistics are not available concerning exact incidence the 
and prevalence of rheumatoid arthritis for the United States tory 
there is no doubt that this disease is encountered everywhere ne 
throughout the nation. Studies of relationship of weather tj mur 
rheumatoid arthritis have indicated that such influences as may segn 
be exerted by atmospheric conditions are erratic and inconstan; a be 
Some persons apparently react strongly to changing weather mn 
phenomena, and others note no relationship whatsoever. Thos tane 
who are attuned to alterations in the weather report either _ 
aggravations of symptoms in anticipation of changing weathe; — 
or aggravation of symptoms during, rather than before, inclem. = 
ent weather. Some note an influence of weather on symptoms om 
at one period and report either disappearance or alteration of duce 
character of the weather relationship at other times. Although _ 
there is no rule that governs the reaction of the patient with 
rheumatoid arthritis to changing weather, most persons with this COF 
condition feel better with a rising barometer and during the To 
warmth of summer. Most patients with rheumatoid arthritis also n 
report aggravation with a falling barometer and with cold, ca 
wintry weather. It is important for the physician to keep in ta’ 
mind that such alterations as may be observed, in connection re 
with weather changes, are purely in the subjective sphere. No ye 
alteration of the fundamental disease process attributable to as 
atmospheric conditions has been detected. The prognosis in an 
rheumatoid arthritis depends on factors other than atmospheric me 
conditions and alterations in climate. 50 
SEC 
OSTEITIS DEFORMANS 
To THE Epiror:—What dietary intake would you recommen A) 
for a man, aged 49, with osteitis deformans (Paget's diseas: ate 
particularly in reference to large doses of vitamin A, vitam eons 
D, calcium, and phosphorus? 
H. Edward Hengen, M.D., Pattonville, Mo. TRA 
This inquiry was referred to two consultants, whose respec: To 
tive replies follow.—Eb. ist 
ANSWER.—The cause of osteitis deformans is not known ro 
There is nothing to suggest that it is caused by a deficiency o! ty 
vitamins, calcium, or phosphorus. The calcium and phosphorus 
content of the serum and bones is normal. There is no evidence 
that patients with osteitis deformans are improved by any change AN 
in their diets. If patients have pain, they sometimes obtain relie! vestis 
from the use of roentgen therapy. desire 
ANSWER.—There is no evidence that large doses of vitamin oe 
A, vitamin D, calcium, and phosphorus will benefit patients a be 
with osteitis deformans. The opposite therapeutic approach _— 
namely, restricted calcium and phosphorus intake, has been advo- a 
cated, along with drugs that block phosphorus absorption from a 
the gastrointestinal tract. This regimen is also ineffective. There The ; 
have been isolated case reports on the palliative effect of corti- rag | 
sone and corticotropin in osteitis deformans. Along with sub- 7 . 
jective improvement, there was a drop in the serum alkaline “a 
phosphatase. In conclusion, there is at present no method o! en 
treatment that effectively influences the course of osteitis de J °°" 
formans or gives consistent palliative benefit. A patient with thi paren 
: hae f or fa 
disease should understand the nature of his illness, the danger 0! The { 
pathological fracture, and the possibility of sarcomatous de- rl 
generation. For pain, roentgen therapy to the involved bone has : “om 
given temporary relief, and analgesics may be of some help. doubt 






Strontium lactate has also relieved pain in some patients. 
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HUMAN BITES 


To TH! Epitor:—The question of administering tetanus and/or 
eas gangrene antitoxin in human bites comes up frequently. 
Is there a definite need for these inoculations after a human 
bite? Is there a need for them, especially gas gangrene anti- 
toxin, after the bite has become contaminated with feces, as 
sometimes occurs among mental patients? M_D., Illinois. 


ANSWER.—Most authorities agree that gas gangrene antitoxin 
serves no useful purpose under any circumstances, and it has 
not been used in the armed forces since early World War II. 
The incidence of gas gangrene in Korea among United States 
‘oops was negligible because of early débridement and early 
use of antibiotics, while the incidence among the enemy was 
high from lack of these measures. Even fecal contamination 
does not make the use of gas gangrene antitoxin desirable. On 
the other hand, immunization against tetanus is highly satisfac- 
tory and universal in the armed forces. After injury, a stimu- 
lating dose of tetanus toxoid always is used. Since tetanus im- 
munization has been practiced widely for several years, a large 
segment of civilian population is immunized, and in such cases 
a booster dose of toxoid is sufficient. In the absence of such 
immunization, tetanus antitoxin is advised. However, the simul- 
taneous use Of toxoid and antitoxin is not advocated. In sum- 
mary, in human bites, cleanse the wound; excise devitalized 
tissue, if any; provide for free drainage by leaving the wound 
open; use antibiotics (penicillin and/or streptomycin) par- 
enterally; use either tetanus toxoid to stimulate previously in- 
duced immunity or tetanus antitoxin; and avoid gas gangrene 
antitoxin as being valueless. 


CORTISONE IN PREGNANCY 


To THE Epiror:—A 33-year-old woman, gravida 4, para 1, is 
now about four months pregnant. Her first pregnancy mis- 
carried at three months. Her second pregnancy ended spon- 
taneously at term with a normal infant. Her third pregnancy 
resulted in a stillbirth at six months. During the past three 
years she has had severe hay fever (allergic rhinitis) and 
asthma from early August until the first frost. Antihistaminics 
and hyposensitization gave little relief. Cortisone gave dra- 
matic relief. Is there any contraindication to the use of corti- 
sone or hydrocortisone for one to two months during the 
second trimester of pregnancy? 


James B. Gault, M.D., Creston, lowa. 


ANSWER.—There is no contraindication to the use of moder- 
ate amounts of cortisone for one or two months during the 
second trimester of pregnancy. 


TRANSVESTISM 


To THE Epiror:—A boy 7 years old has no feminine character- 
istics and is normal in size and genitals, but he plays and 
acts like a girl to the extent of dressing in his mother’s cloth- 
ine, etc. He says he wants to be a girl, as boys are too rough. 
Is there anything to be done to change his atttiude? 


M.D., Arizona. 


ANSWER.—The symptoms are those of an early case of trans- 
vestism, a psychiatric syndrome characterized by a compulsive 
desire to dress in the clothes of the opposite sex. It represents 
an unconscious fear of being a boy and a compensatory wish 
to be a girl. As a casual, infrequent occurrence, it may be a 
normal, playful incident in many young children, but as a more 
consistent symptom it should not be handled lightly, as it is 
often a precursor of homosexuality. A child psychiatrist should 
be consulted. A defect in the family relationship is usually found. 
The psychopathology includes an inability of the boy to iden- 
ify with the male parent figure (e. g., a severely strict father; 
docile, passive father; absence of the father due to death or 
separation) and a misdirected identification with the female 
parent figure (e. g., the child senses the wish of one or both 
parents for a female child; seductive overprotection by mother 
or father; a dominating mother; parental discord or divorce). 
The family should not be amused by this behavior and should 
discourage it in a tolerant, kindly fashion. The values of being 
4 boy and a man should be brought out by both parents; un- 
doubiedly this may require some psychotherapy and discussions 
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with the parents. The boy may benefit from more time and atten- 
tion from the father or a father-surrogate. Male activities and 
companions should be encouraged. As it is only one symptom, 
a complete psychiatric investigation will frequently uncover 
other personality problems, particularly those of an unhappy, 
anxious, poorly adjusted child. With adequate treatment at this 
age, the prognosis should be hopeful. No physiological or 
endocrine treatment is indicated. 


DEATH DUE TO EMOTIONAL STRESS 


To THE EpItor:—A recent death seemed to be precipitated by 
a sudden attack of pulmonary edema and cardiac embarrass- 
ment following flare-up of anger over financial problems. This 
happened in a woman 72 years of age who had been treated 
for hypertension some years ago but had been very well re- 
cently, although doing less and less to exert herself physically. 
She had had several slight attacks of edema after viewing 
emotional stories on television but no swelling of the ankles 
or pitting. She had been dehydrated with drugs two years 
previously. Death came within an hour, and no help was ob- 
tained with epinephrine (Adrenalin). Can death be due to an 
emotional upset as described? Is the lesion in the hypo- 


thalamus? M.D., Illinois. 


ANSWER.—There seems little doubt that emotional stress, such 
as described in the query, increases the load on the heart as 
well as the rate of its beat, just as physical exercise does. The 
sudden imposition of an additional burden on a heart barely 
in compensation could lead to decompensation and conceivably 
to death, even within the hour. It is reported that John Hunter, 
suffering from angina pectoris, complained that his life was in 
the hands of any rascal who chose to annoy him. He died in 
an attack apparently precipitated by anger (Castiglioni, A.: A 
History of Medicine, ed. 2, New York, Knopf, 1947, p. 598). 
The physiological mechanism by which emotional stress in- 
creases the heart’s burden is a normal one, described by Can- 
non and elaborated by Selye as the alarm reaction. There is no 
neurological lesion underlying it, in the hypothalamus or 
elsewhere. 


ECZEMA AND SMALLPOX VACCINATION 


To THE Epitror:—A 4-year-old boy with mild asthma and 
eczema present since his first year of life was brought to me 
for smallpox vaccination. 1. What procedure should be fol- 
lowed to prevent a severe reaction? 2. How should such a 
reaction be treated? 3. Under existing laws could the vac- 
cination be withheld? M.D., Pennsylvania. 


ANSWER.—Vaccination of any patient depends on his physi- 
cal condition at the time of examination. Eczema and chronic 
skin disease are recognized contraindications to vaccination. 1. 
There is no procedure that would prevent the vaccinia reaction 
following vaccination. 2. There is no specific treatment for the 
reaction. Broad-spectrum antibiotics have been used to prevent 
secondary infection in the severe vaccinia that has developed in 
some children. 3. The rules and regulations of the department 
of health in Pennsylvania recognize contraindications to vac- 
cination and provide that, when the family physician reports the 
physical condition of a child contraindicates vaccination, the 
child shall be examined by the school physician and county 
medical director and may be given a temporary certificate of 
disability good for the current school year. This may be re- 
newed each school term. 


PENICILLIN 
To THE Epitor:—/s the prophylactic administration of penicillin 
before and after delivery desirable or is it contraindicated? 


Walter L. Cawood, M.D., Harlan, Ky. 


ANSWER.—The prophylactic administration of penicillin be- 
fore and after delivery is not only undesirable, but is definitely 
contraindicated because of the high sensitization rate precipi- 
tated by its use. This in no way means that antibiotic drugs 
should not be used when indicated. The very low mortality rate 
expected with normal obstetrics should require no antibiotic 
therapy. If the rate is high, then self-inspection and self-reflec- 
tion plus diligent attention to technique usually will improve it. 
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DOG BITES 

To THE Epiror:—Should every person with a dog bite that 
breaks the skin receive tetanus antitoxin or a booster dose 
of tetanus toxoid? BE. Malstrom, M.D., Galesburg, Ill. 


ANSWER.—If the patient has been actively immunized against 
tetanus, it would be a good plan to give a booster dose of tetanus 
toxoid. Usually tetanus antitoxin is not administered for dog 
bites except under special circumstances such as injury occurring 
in a barnyard. For local treatment, washing with 20% tincture 
of green soap is recommended. If the biting animal has not 
been proved to be free of rabies, a course of antirabies vaccine 
is required. If the dog is being confined for observation, passive 
immunization is possible with Koprowski’s antiserum, now 
available, if administered within 72 hours of the injury. Should 
the animal prove to be rabid, then antirabies vaccine is also 
necessary. 


IDIOPATHIC PERICARDITIS 

To THE EpItor:—A patient, last winter and the winter before, 
had an attack of pericarditis or endocarditis, presumably not 
of rheumatic origin. In order to prevent a recurrence, should 
an antibiotic be given? The two attacks have been associated 
with dilatation and enlargement of the roentgenographic 
cardiac shadow, a fever, and some evidence of decompensa- 
tion. There is no prolongation of the P-R interval on the 
electrocardiogram, and the patient has completely recovered 
from the attack as regards symptoms and regaining the nor- 
mal heart size. Is digitalis indicated after the heart has re- 
ceded to normal size? 


E. N. Krueger, M.D., Appleton, Wis. 


ANSWER.—The occurrence of repeated attacks of pericarditis 
with pericardial effusion may be due to idiopathic pericardial 
inflammation (that is, the disease can be proved to be unasso- 
ciated with tuberculosis or rheumatic carditis). Sometimes idio- 
pathic pericarditis follows respiratory infections and has been 
considered due to viral pneumonia. Nothing is known about 
preventing such cases, and digitalis is not helpful if signs of 
decompensation develop because of pericardial distention. If the 
patient had no leukocytosis, it is important to show that the 
tuberculin reaction is not strongly positive; if he had marked 
leukocytosis, the absence of high antistreptolysin titers would 
be evidence against rheumatic origin. 


SUPPRESSION OF OVULATION 
To THE Epitor:—What dosage of estrogen should be used to 
bring about an anovulatory period? What is the effect of an 
anovulatory period in dysmenorrhea? 
W. E. Badger, M.D., Hobbs, N. Mex. 


ANSWER.—Ovulation can be suppressed in most women by 
the oral administration of 5 mg. of diethylstilbestrol daily be- 
ginning with the Sth day and continuing through the 25th day 
of the average menstrual cycle. Other estrogens are equally 
effective in equivalent amounts. The subsequent anovulatory 
bleeding period may be somewhat delayed but it will be pain- 
less. This medication may be continued for three or four months, 
and, if dysmenorrhea returns and is troublesome, medication 
can be resumed. The temporary inhibition of ovulation by estro- 
gens is not harmful to the patient. The anovulatory cycle is 
infertile, but fertility is not impaired even though estrogens are 
administered over long periods. 


RECONSTRUCTION OF OVIDUCTS 
To THE Epitor:—What is the present status in regard to plastic 
surgery for reconstructing ligated fallopian tubes? 
Matthew A. Moroz, M.D., De Land, Fla. 


ANSWER.—Reconstruction of fallopian tubes that have been 
ligated should result in a higher percentage of intrauterine preg- 
nancies than the 10% to 20% conception rate after salpingos- 
tomy of tubes blocked by disease. Unfortunately, this operation 
is rarely performed and no statistics are available. 
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TREATMENT OF BURNS IN CHILDREN 


To THE Epitor:—What is the routine for treatment of burns, 
and how are the amounts and types of fluids to be adminis. 
tered to children with second and third degree burns caicy. 


lated? Harry W. Orris, M.D., Lynn, Mass. 


ANSWER.—The commonest types of burns in infants and chil. 
dren are hot water burns and burns resulting from the clothes 
catching fire. The former are usually first and second degree 
or partial-thickness burns; the latter are third degree or ful]. 
thickness burns. The cause of the burn has a definite bearing 
on the treatment and prognosis. Any infant or child with a 
burn of 20% or more of the body surface, no matter how 
superficial or how good the patient’s condition when first seen, 
should be hospitalized for intravenous therapy and observation. 
Partial-thickness burns heal well with any sensible form of treat- 
ment. If treatment is on an outpatient basis, the closed method 
is preferred, using petrolatum gauze or gauze strips impregnated 
with scarlet red ointment. If hospitalization is necessary, the 
open method is more satisfactory. All face burns heal very well 
when treated by the open method, with hand restraints if nec. 
essary. Most full-thickness burns may be treated by the open 
method or by a combination of methods, such as exposure for 
trunk and face and pressure dressings for the extremities. Early 
excision is not used because of the seemingly greater healing 
ability of children and the decreased importance of the economic 
time factor, i. e., losing time from work. If the open treatment 
is used for extensive burns, a steam-heated room may be nec- 
essary in order to prevent hypothermia. Conversely, a cool room 
is often necessary if thick pressure dressings are used. 

Fluid balance in a severely burned child is a difficult prob- 
lem. A venous cut-down using a no. 18 polyethylene tube is 
necessary. No one formula is applicable to all patients at all 
times. In general, the formula of Evans is excellent—the amount 
of colloid (blood or plasma) to be given in the first 24 hours 
is the weight in kilograms times the percentage of body surface 
burned times 1 cc. The ratio of blood to plasma varies with 
the severity of the burn. An equal amount of isotonic salt solu- 
tion is also given. The amount of glucose solution is determined 
by the urinary volume and specific gravity. The output is 
ideally kept around 20 to 30 cc. per hour and the specific gravity 
between 1.015 and 1.025. It is important to observe the pa- 
tient’s general condition, particularly the lips and mucosa, the 
skin turgor, and edema. An indwelling catheter or, in male 
infants, a catheter attached to a rubber finger cot fitted over the 
penis, is a necessity. Daily determination of hemoglobin, 
hematocrit, carbon dioxide combining power, and blood chlo- 
rides is helpful in determining the fluid requirements, remember- 
ing that hemoconcentration is not a contraindication to whole 
blood transfusion. Clinical observation plus measurement of 
urinary Output and specific gravity at least four times a day is 
more important than any laboratory test. 

Morphine and/or secobarbital sodium in proper doses gives 
adequate sedation. Most burned children are given sulfonamides 
and/or penicillin or other antibiotic therapy. The sulfonamide 
dosage is 65 mg. per pound per 24 hours. The drug should be 
used with caution in patients with decreased urinary output 
Tetanus antitoxin or toxoid is given as indicated. In severe burns, 
oxygen therapy may be used. Eye burns may be treated with 
antibiotic ointments and/or cortisone ointment. Cortisone has 
been helpful in the treatment of the acute phase of severe burns 
in infants and children. No ill effects from the drug have been 
observed in these patients. The supervising physician should 
be familiar with the actions and side-effects of the drug. It 
should be started within 12 to 24 hours after burning, if pos- 
sible. The initial dose should be 100 mg. per 24 hours in four 
divided doses; less may be used in small infants and more in 
older children. Thereafter, the clinical course determines the 
dosage. After 7 to 10 days, the dose is gradually decreased 
to zero over 3 or 4 days. Cortisone treatment for three to five 
days prior to grafting seems to decrease overgrowth of granu- 
lation tissue and provide a better base for grafting. Using this 
schedule, it is believed that the occurrence and degree of shock 
is lessened, less sedation is required, patients eat sooner and 
better, and general well-being is improved. The use of cortisone 
or corticotropin in burned patients is, however, controversial. 
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RESIDUAL CONTRAST MEDIUM 


To tHE Eprror:—A white man, aged 46 years, with low back 
pain had myelographic studies done. During the test and for 
36 hours thereafter he had violent headache and vomiting. 
The vomiting stopped, but the headache continued uninter- 
ruptedly for three or four weeks after the test was performed. 
X-ray studies made two weeks after the test showed ethyl 
iodophenylundecylate (Pantopaque) in the ventricles. About 
four or five bubbles of ethyl iodophenylundecylate, 4 or 5 
mm. in diameter, were seen on a roentgenogram of the lateral 
part of the skull. Also about 2 cc. of ethyl iodophenylunde- 
cylate was seen in the lumbosacral space. 1. What effect would 
the presence of ethyl iodophenylundecylate in the ventricles 
have? 2. What should be done to prevent an eventual internal 
hydrocephalus? 3. What data are available regarding the 
prognosis in such patients? 4. Should the outcome be poor 
and should evidence be present that the x-ray technician was 
careless in performing the test, would this be a case of mal- 
practice from a medicolegal point of view? 

M.D., New York. 


ANSWER.—1. Ethyl iodophenylundecylate frequently enters 
the ventricular system of the brain and appears to be well 
tolerated by the tissues. There seems to be only a remote possi- 
bility of serious complications arising from small intraventricu- 
lar collections of ethyl iodophenylundecylate. This cannot be 
held true when larger amounts are placed in the ventricles. It 
is, however, surprising that those using the questionable pro- 
cedure of ethyl iodophenylundecylate ventriculography have re- 
ported so few instances of serious complications. Ethyl iodo- 
phenylundecylate in the subarachnoid spaces of the brain appears 
to have more serious consequences. The complications so aris- 
ing are due not only to irritative properties of the drug but also 
to hypersensitivity to it and existing inflammatory or degenera- 
tive disorders. 2. There is no accepted procedure to prevent 
the development of complications after the ethyl iodophenyl- 
undecylate has entered the intracranial cavity. Repeated spinal 
taps have been suggested for the relief of ethyl iodophenylunde- 
cylate reactions. 3. There is little reported relative to the effects 
of ethyl iodophenylundecylate reaching the intracranial cavity. 
There is, however, little doubt that this occurs more frequently 
than is thought. The references listed below are pertinent. 4. 
The entrance of the ethyl iodophenylundecylate into the intra- 
cranial cavity is not necessarily the fault of the x-ray technician. 
He is responsible for using due care at the time of the procedure 
to prevent, if possible, such an occurrence. Whenever even a 
small amount of ethyl iodophenylundecylate is allowed to re- 
main in the spinal subarachnoid space, it can easily find its way 
into the intracranial cavity in the following days or weeks. It 
is not always possible to remove all of the ethyl iodophenyl- 
undecylate. If the test was carried out in keeping with the 
accepted procedure, there should be no malpractice action. 
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PREGNANCY AND RUBELLA 

To tHE Epiror:—A pregnant woman last menstruated on Feb. 
7. About May 7 she acquired rubella. Can anything be done 
to lessen the chances of the child’s having a deformity? 


R. W. Schmitt, M.D., Phelps, Wis. 


ANSWER.—After a pregnant woman has rubella nothing can 
be done to lessen the chance that her embryo will exhibit a 
congenital defect. In view of the high proportion of embryos 
that are damaged by rubella occurring in the first trimester of 
Pregnancy, immediate interruption of the pregnancy is being 
fecommended by an increasing number of physicians. 
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PROPTOSIS FOLLOWING THYROIDECTOMY 
To THE Epitor:—What is the treatment of increasing proptosis 
following subtotal thyroidectomy for exophthalmic goiter? 
M.D., New York. 
This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—There is no satisfactory treatment for increasing 
proptosis following subtotal thyroidectomy for exophthalmic 
goiter. Proptosis appears to depend not on the hyperthyroidism 
but on entirely different factors, perhaps pituitary in origin. It 
is believed by some that hypothyroidism tends to increase the 
proptosis, but others feel that it bears little relationship. In any 
event it does no harm to correct any hypothyroidism that may 
be present to make certain that the patient remains in a euthyroid 
state. Local treatment of the eyes is sometimes helpful. The 
patient can be instructed to sleep in a partially sitting position 
in an attempt to reduce edema. Sometimes the lids can be par- 
tially sutured to prevent the appearance of stare and help in 
closing the eyes while asleep; in extreme cases decompression 
of the orbits must be resorted to. 


ANSWER.—The main problem in increasing proptosis follow- 
ing subtotal thyroidectomy is the prevention of exposure keratitis 
that may result in loss of sight or even loss of the eye. The 
cornea should be watched carefully and stained frequently with 
a 2% solution of fluorescein to determine any corneal damage. 
In moderate proptosis a tarsorrhaphy, or suturing together of 
the lids, may be sufficient. Some form of bland ophthalmic oint- 
ment, such as 1:5,000 thimerosal (Merthiolate), may be used to 
help protect the cornea. Buller’s shield may also be used. In the 
severer cases associated with marked conjunctival chemosis, 
orbital decompression is indicated by such method as the Naff- 
ziger or Kronlein operation. Electrocauterization of the anterior 
pituitary and hypophysial stalk has been used in some cases with 
favorable results but should be reserved for the most extreme 
cases. Reaction after orbital decompression or cauterization of 
the pituitary may be marked for several days. X-ray therapy to 
the pituitary may be tried. Medical therapy must not be neg- 
lected, and thyroid or iodine may be indicated. Recently Gartner 
and Chamlin described a new technique to protect the eyeball 
in these cases (Lid Mobilization and Tarsorrhaphy for Massive 
Proptosis, A. M. A. Arch. Ophth. 52:234 [Aug.] 1954). Hyalu- 
ronidase subconjunctivally or topically has not been of value. 


CONGENITAL HEART DISEASE 


To THE Epitor:—ZIn congenital heart disease in which there is 
a truncus in which the pulmonary blood supply is via the 
bronchial vessels, what percentage are greatly relieved by 
the Blalock procedure? Is it possible to differentiate clinically 
preoperatively between pseudotruncus and tetralogy when the 
heart is normal in size and does not have the characteristic 


roentgenogram? J. Guy Ward, M.D., San Francisco. 


ANSWER.—In congenital heart disease in which there is a 
truncus arteriosus and no pulmonary arteries and the entire 
blood supply to the lungs is via the bronchial vessels, it is not 
possible to form a Blalock or a Potts anastomosis. In those ¢ .ses 
of truncus arteriosus in which a vestigial pulmonary artery re- 
mains it may be possible to perform an anastomosis, but in 
many instances thrombosis occurs distal to the anastomosis. The 
operative mortality rate in such patients has been 25%. 

The differentiation between a pseudotruncus arteriosus and a 
tetralogy of Fallot with pulmonary atresia may be difficult. 
Usually, in a tetralogy of Fallot the heart is of normal size and 
in pseudotruncus arteriosus there is considerable enlargement. 
In pseudotruncus arteriosus the aorta usually is larger and 
arches at a higher level than it does in tetralogy of Fallot. In 
truncus arteriosus the infant rarely has attacks of paroxysmal 
dyspnea, whereas these attacks are common in an infant with 
a severe tetralogy of Fallot. The infant with pseudotruncus 
arteriosus usually shows more marked polycythemia at an earlier 
age than does one with tetralogy of Fallot. Nevertheless, the 
infant with pseudotruncus arteriosus often grows and gains 
weight a little better than one with tetralogy of Fallot. The 
combination of the history, clinical findings, and roentgen find- 
ings helps in the differential diagnosis of the two conditions. 
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REMISSION OF ACNE DURING PREGNANCY 

To THE Epiror:—A woman, now 28 years old, had a thyroid- 
ectomy in 1947 for severe hyperthyroidism. Acne developed 
one year before the operation, as did sensitivity to a large 
number of foods, which seemed to make the situation worse. 
There has been a complete remission of the acne and sensi- 
tivity to foods during three pregnancies and during the pro- 
longed nursing period of two of the children. The acne returns 
as soon as the nursing period is over, and diethylstilbestrol 
does no good. She generally takes whatever thyroid is necessary 
to keep her basal metabolism about normal. I would ap- 
preciate new ideas on the care of this patient. 

Gwen S. Hudson, M.D., Richmond, Va. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—The responses of severe acne in this patient in 
relation to changes in her endocrine status are of theoretical 
interest. However, from a practical viewpoint, since estrogen 
has been ineffective here and since the complexity of endocrine 
factors influencing acne vulgaris is only beginning to be under- 
stood, it is not possible to outline a program of endocrine man- 
agement that would give any assurance of success. Keeping the 
dose of thyroid at a minimal level would seem advantageous in 
view of the thyroid’s maintaining effect on sebaceous glands in 
young animals. Main therapeutic reliance here should probably 
be placed on a consistently pursued program of dermatological 
therapy for acne vulgaris, assuming that this diagnosis is correct. 
Routinely such a program is aimed against excessive oiliness of 
the skin and the tendency to comedo formation. It would or- 
dinarily include frequent soap and hot water washings, the use 
of drying lotions or pastes containing sulfur and possibly re- 
sorcinol and salicylic acid, and ultraviolet irradiations. Under 
special circumstances, to be judged by a competent dermatologist, 
x-ray therapy, antibiotics, Staphylococcus vaccine injections, and 
vitamin A might also be considered. Food sensitivity plays no sig- 
nificant role in acne vulgaris; however, some restriction of carbo- 
hydrates and fatty food is sometimes advisable. 


ANSWER.—In referring to food allergy in this case, the in- 
quirer presumably has in mind other findings than those of 
acne. There is no good evidence to support the idea that acne 
is caused by food allergy. It is common for allergy, acne, arth- 
ritis deformans, and some other conditions to improve during 
the latter part of pregnancy and sometimes for a few weeks after 
delivery. In instances in which pregnancy has produced relief 
from allergy, treatment with sex hormones between pregnancies 
has not yielded outstanding results. The allergy should be 
handled as in any other patient—by determining the specific 
causes and eliminating them, if possible. Desensitization therapy 
should be given for allergy to inhalants that are difficult to avoid. 


TUBERCULOUS ADENITIS 

To THE Epitor:—In a woman, 31 years of age, submaxillary 
adenitis on the left side developed in the past year; surgical 
removal of a gland proved it to be tuberculous. Chest roent- 
genograms are normal. The patient is receiving streptomycin, 1 
gm. biweekly; p-aminosalicylic acid, 3 gm. daily; and isoniazid, 
100 mg. three times daily. While she has gained 5 lb. since 
treatment started two months ago, she complains of a dull 
pain in her left clavicle and left ulna. Roentenograms of the 
bones are normal. How long should the present treatment be 
administered? What are the chances of involvement of bone 
or other parts of the body? Is the prognosis favorable? 

M. V. Popelar, M.D., Cincinnati. 


ANSWER.—The problem here is a diagnosis of the process 
in the clavicle and ulna as well as the possibility of an extension 
of the process to other bones and organs. Much will depend on 
the length of time of the treatment in diagnosis of the bone 
symptoms. If treatment has only been given a short time, say 
30 to 60 days, the pain in the bones may be due to a tuberculous 
focus. After three months, however, it should begin to respond 
to treatment. The normal roentgen studies need not rule out 
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organic lesions, as they may not show on roentgenograms in the 
early stages. If the pain continues or becomes worse with time 
some other cause mast be sought, such as a reflected pain from 
a neurogenic organic disturbance. Isoniazid is prone to cause 
vague disturbances of the nervous system such as periphera| 
neuritis and, sometimes, deep bone pains. Most of these symp. 
toms are prevented or helped by thiamine (vitamin B,) ang 
cyanocobalamin (vitamin B.2) in large doses; they may cease 
on a short rest from the drug. If the isoniazid therapy is djs. 
continued, the dosage of p-aminosalicylic acid should be jp. 
creased to 12 to 15 gm. a day, given in four divided doses, ]p 
fact, there is little point to giving 3 gm. a day under any circum. 
stances. After six months the response should be sufficient to 
stop treatment or at least to reevaluate the process. Sometime; 
bone lesions require eight months or more to heal even on 
good therapeutic regimen. 

Another thing should be said about use of multiple drugs. 
namely, that the three drugs do not seem to possess any ad. 
vantage over two and that it is considered good practice to hold 
one drug in reserve lest resistance develop to one or both of the 
drugs used. 


NONSPECIFIC URETHRITIS 


To THE EpItor:—As medical representative aboard a Navy shi; 
I am faced with the treatment of nonspecific urethritis almost 
daily. One case has completely failed to respond to the follow- 
ing therapy given over a three month period: (1) aureomycin, 
500 mg. three times daily for three days; (2) sulfadiazin 
14 gm. for six days (with soda); (3) oxytetracycline (Terra- 
mycin), 500 mg. three times daily for three days; and (4 
aureomycin and dihydrostreptomycin givén simultaneous|\ 
(aureomycin, 500 mg. three times daily for three days; di- 
hydrostreptomycin, 0.5 gm. intramuscularly). A urinalysis at 
infrequent intervals shows the second glass in the two glass 
test is inevitably clear. Considerable mucus and white blood 
cells are found. The patient has done no heavy lifting, ha: 
had only two alcoholic drinks in two months, and does not 
drink coffee to excess. He has been extremely cooperativ. 
What can be done further in the way of treatment? 


M.D., California. 


ANSWER.—Nonspecific urethritis is often observed and maj 
be difficult to control. The infection is usually confined to the 
anterior urethra, and treatment should be directed to that area 
The first step in therapy is the search for the invading bacteria 
In most cases, the urethritis is caused by Micrococcus pyogenes 
although other bacteria may be involved. Having identified the 
invading organism, a test should be made to determine its sensi- 
tivity to the various antibacterial agents. Usually the organism 
is more sensitive to some one of these agents, and that particular 
agent should be tried first. In addition to the drugs that have 
been tried, tetracycline (Achromycin) and chloramphenicol 
(Chloromycetin) might also be found potent. This has _ been 
particularly true of chloramphenicol, which should, of course, 
be carefully used. If none of the antibiotics controls the infection, 
local treatment should be tried. In the first place, a stricture of 
the urethra must be excluded and the urethra dilated to its 
normal caliber. Daily instillation of the anterior urethra with 
a solution of 5% mild silver protein (Argyrol) is often of value. 
If not, instillation of a solution of silver nitrate might also 
be tried. It is necessary, of course, that the patient abstain from 
the use of alcohol and condiments or other irritating foods. 


TREATMENT OF DENGUE 
To THE Epitor:—I/s dengue subject to recurrence? What treat- 
ment is recommended for it? 
Harry R. Deane, M.D., St. Petersburg, Fla. 


ANSWER.—Dengue is not known to recur. Reinfection with 
a heterologous strain of virus may take place two or three months 
after an initial attack and produce mild symptoms. There is 
no specific treatment for dengue due to any strain of the virus. 
Prevention consists in protection against Aedes mosquitoes. 





